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Oregon Health Plan Quarterly Report

l. Introduction

A. Letter from the State Medicaid Director

As we begin the 2017-2022 1115 Medicaid Waiver waigeriod, | am pleased to tell you the Oregonlthea
Authority (OHA) continues to move forward in megjithe goals of the Oregon Health Plan (OHP)
demonstration. As you will find detailed in thelftéport, OHA and coordinated care organization QGC
activities continue to press toward achieving hegjtstem transformation (HST) “levers” as identifia the
waiver agreement and Accountability Plan. Highlggltom the report include the following.

B Lever 1: Improving care coordination

OHA continued to improve care coordination throtigg Patient-Centered Primary Care Home
(PCPCH) program and the federal Certified CommuBgiavioral Health Clinic (CCBHC) project.

The PCPCH program launched a “Transformation ictiRr&’ webinar series in September to provide
in-depth technical assistance on featured PCPCHunesfrom their peers and OHA staff. Also, the
Transformation Center began planning efforts teraf@chnical assistance to help CCOs add PCPCHs to
their network and provide support to recognized €8

The CCBHC demonstration will lead to improved as¢c@screased integration and improved outcomes
for OHP members. OHA is focusing on compliance rtaymg to ensure quality standards are met and
working with CCBHCs to ensure accurate data subons©HA will also provide technical assistance
to clinics so they can effectively use data to iaveroutcomes.

B Lever 2: Implementing alternative payment methodolgies (APMs)

OHA continues working toward value-based paymeviBRs) through several programs including the
Federally Qualified Health Center (FQHC) Advanceyrent and Care Model (APM) and
Comprehensive Primary Care Plus (CPC+) progranrsthieoFQHC APM, OHA, patrticipating health
centers and the Oregon Primary Care Associatiokedotogether to establish an accountability plan
and standardize quarterly reporting on eight Unif@ata Systems (UDS) quality measures. OHA also
continued implementing the CPC+ program, providingebpage of resources for practices as well as
technical assistance to providers on reporting ioseetmd meeting quality measures.

OHA has engaged national VBP experts at Bailit Hhei@ consult with OHA on developing a VBP
roadmap, which will identify VBP targets for CC@dso, the Center for Health Care Strategies is
providing technical support to OHA for contractdamage and stakeholder engagement.

B Lever 3: Integrating physical, behavioral and oralhealth care

OHA is making strides toward integrating behavippdlysical and oral health. Regional Behavioral
Health Collaboratives (RBHCs) are being establidbdatring key partners and stakeholders together to
review state and local needs assessments, repodislata in order to focus on regional behavioral
health priorities. Managers from OHA'’s dental pagrparticipated in the Center for Health Care
Strategies’ 2017 State Oral Health Leadershiptlrsti their work illuminated the role dental
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Oregon Health Authority
prescribers play in the opioid epidemic. Also, ietrics and Scoring Committee considered two

additional oral health measures for the 2018 ingemheasure set.

B Lever 4: Increased efficiency in providing care

While innovator agents continue to connect OHA #redCCOs to achieve the goals of health system
transformation, OHA'’s Public Health and Health ys$ divisions connect to advance the Sustainable
Relationships for Community Health (SRCH) grantgseam. The program aligns with OHA’s agency-
wide goals and public health modernization. As @ioaable strategy to meet the triple aim of health
systems transformation, SRCH brings together C@fa| public health authorities and community-
based organizations to work together towards imguidwealth outcomes. The Oregon Health and
Sciences University’s SRCH grantee cohort evalaattas completed in September and showed that all
teams have made significant progress on theiainiBs and were successful in meeting their goals.

B Lever 5: Implementation of health-related flexibleservices

OHA is currently working to revise Oregon Admingive Rules, revise CCO contracts and financial
reporting standards, and develop additional guidao@ssist CCOs as they implement the revised
definition of health-related services. The sumnegvaluation completed by Oregon Health & Science
University’s Center for Health System EffectivenéS8ISE) showed that CCOs provided a wide variety
of flexible services, including services to indivad members, groups of members, and services
available to members and other people in the contsniBased on their experiences, most CCOs
believed that flexible services were effectivenaproving outcomes and reducing costs

CCOs have expressed the need for greater commiomi@atd clarity around tracking and reporting on
the use of health-related services and outcomesiassd with flexible services. OHA is working
toward more complete, consistent data to evalleteffects of health-related services. We areen th
process of revising financial reports, and movioigviard OHA will provide technical assistance to
CCOs.

OHA is exploring mechanisms to account for quadityl efficiency outcomes, resulting from increased
investments in health-related services, in ratebtigment. Specifically, the state has proposed to
develop capitation rates with a profit margin thaties by CCO based on efficiency and quality
measurement. Oregon is further exploring this cphdae to some potential concerns with
implementation feasibility.

B Lever 6: Innovations through the Transformation Certer

Peer-to-peer learning, the spread of best practicdsnnovation continue through OHA’s
Transformation Center. This quarter the TransfoionaCenter began working to support a new CCO
incentive metric focused on emergency departmesnaoswong members with mental illness, coordinated
a partnership among OHA, CCOs and the Oregon Sdainlities Association to create a comparison
of the adolescent well-care visit and pre-partitgraphysical evaluation, and completed a 10-part
webinar series for CCOs and clinics to increasectiffe contraceptive use.

The Transformation Center continues to support Ctb@sigh technical assistance, health equity
consultations, and support through the Technicalséance Bank.
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Oregon Health Plan Quarterly Report
This report marks the beginning of OHA’s 1115 destaation waiver renewal for OHP. As OHA continues t
invest in health system transformation, we lookviand to improving health outcomes and health care i
Oregon by working with our partners and stakehademeet the goals of the demonstration while
accomplishing the targeted changes included irexitended waiver.

David Smnitt, Interim Sate Medicaid Director

B. Demonstration description

In July 2012, CMS approved an amendment and extemslated to Oregon’s 1115 Medicaid Demonstration
waiver that transformed Oregon’s health care defiggstem to one of coordinated care. Sixteen Gpated
Care Organizations (CCOs) — which geographicalixecthe entire state — now deliver physical, oral a
behavioral health services to approximately 90 garof Oregon Health Plan (OHP) members. During the
previous five-year demonstration, which ended areR0, 2017, Oregon sought to demonstrate the
effectiveness of delivery system improvements uhaatth system transformation.

In January 2017, CMS approved an extension to @’edd 15 Medicaid Demonstration waiver, througheJun
2022, to continue and enhance Oregon’s healthmystssformation. Moving forward, Oregon will camie

to utilize community-driven, innovative practicamad at promoting evidence-based, coordinated, and
integrated care with the goal of improving the beaf affected communities and populations, as agkn
active commitment to data and measurement.

Under the demonstration, Oregon strives to promatiger objectives by:

B Providing a basic benefit package;
B Insuring broad participation by health care provdgle
B Implementing a clinical-effectiveness and cost-&ffeness process for making decisions about
provision of health care for Oregonians;
B Structuring benefits, using a prioritized list @fdfth care conditions and treatments; and
B Demonstrating the effectiveness, through extensigasurement and monitoring, of approaches to
improving the delivery system for Medicaid benediteés in Oregon in:
= Improving the individual experience of care;
= Improving the health of populations; and
= Reducing per capita costs of care for populatibnsugh such improvements.

The demonstration seeks to improve the coordinzdeel model to meet the following key goals:

B Enhance Oregon’s Medicaid delivery system transémion with a stronger focus on integration of
physical, behavioral, and oral health care throaiglerformance-driven system aimed at improving
health outcomes and continuing to bend the cosegur

B Increase the state’s focus on encouraging CCOddreas the social determinants of health and ingrov
health equity across all low-income, vulnerabledgoreans to improve population health outcomes;

B Commit to ongoing sustainable rate of growth anapad payment methodology and contracting
protocol for CCOs that promotes increased investsi@rhealth-related services and advances the use
of value-based payments; and
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Expand the coordinated care model by implementingvative strategies for providing high-quality,
cost-effective, person-centered health care foritéed and Medicare dual-eligible members.

The extension of the demonstration also includeddalowing targeted changes:

Extension of the Hospital Transformation PerforneRcogram through June 30, 2018;

Conversion of the Tribal uncompensated care paysrtera Medicaid benefit;

Clarifying health-related services that meet tlpineements as specified in the Code of Federal
Regulations (CFR);

Allowing passive enrollment of Medicare and Meditdually-eligible individuals into CCOs with the
option for each individual to opt-out at any time;

Specifying the demonstration will not impact Amancindian and Alaska Natives (Al/AN) rights to
exemption from managed care, or the requiremertsrtly with the Medicaid Managed Care
Regulations;

Providing for incentive payments for Patient-CeatePrimary Care Homes (PCPCHs) and
Comprehensive Primary Care Plus (CPC+) provideasreflect provider performance in these
programs for Medicaid beneficiaries who are sethedugh the fee-for-service delivery system; and
Establishing minimum requirements for the CCOsditaborate and communicate in a timely and
equitable manner with tribes and Indian Health Qaiowiders.

C. State contacts

Demonstration and Quarterly Reports
Jennifer Smith, Operations and Policy Analyst
503-945-9717 phone

503-945-5872 fax

State Plan

Jesse Anderson, State Plan Manager
503-945-6958 phone

503-945-5872 fax

Coordinated Care Organizations

Rhonda Busek, Provider Services Director
503-945-6552 phone

503-373-7689 fax

Quality Assurance and Improvement

Wes Charley, Compliance and Regulations Director
503-945-7818 phone

503-945-6548 fax

For mail delivery, use the following address
Oregon Health Authority

Health Policy and Analytics

500 Summer Street NE, E54
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Oregon Health Plan Quarterly Report
Salem, OR 97301-1077

1. Title

Oregon Health Plan

Section 1115 Quarterly Report

Reporting period: 7/1/2017 — 9/30/2017
Demonstration Year (DY): 16 — Quarter 1
Demonstration Quarter (DQ): 1/2018
Federal Fiscal Quarter (FQ): 4/2017

l1l. Overview of the current quarter

A. Enrollment progress

The Oregon Health Authority’s enrollment stratediase remained consistent with previous reportiemgogols,
although Oregon Health Plan (OHP) eligibility det@ration is transitioning to the Department of Huma
Services (with OHA's single state agency oversighiere are no significant changes in eligibilindaCCO-
enrollment numbers.

For related data see Appendix A: Enrollment repaevtsch is attached separately

B. Benefits

The Oregon Pharmacy and Therapeutics Committedagmaknew or revised prior authorization (PA) aréde
for the following drugs: Hepatitis C Direct-actiagtivirals, Ocular Vascular Endothelial Growth Feaistand
Proton Pump Inhibitors, Long-acting Opioid AnalgssiShort-acting Opioid Analgesics, Opioid Analgssi
(removed PA), Drugs for Duchenne Muscular Dystrophgl Biologics for Autoimmune Conditions
Nusinersen. The committee also added the followngs to the preferred drug list: Gabapentin tablet
Ranitidine (150mg and 300mg tablets), Famotidifian(@ and 40mg tablet), Irbesartan and Valsartan.

C. Access to care

Oregon Access Monitoring Review Plan

OHA submitted the Access Monitoring Review Plan (RR) in October 2016 to monitor fee-for-service
access-to-care. Oregon has spent this reportingdoeperationalizing the primary monitoring actieg
identified in the plan by building a dashboard tinabrporates quarterly utilization rates for teguired service
categories and quarterly beneficiary complaintgaiée primary monitoring functions are also ablédne in
on specific regions of the state to compare adoett®se areas to the statewide baseline and thiceshhe
data within the dashboard is updated through SdpeB0, 2017. Testing and updates to the dashboard
continue to take place, and additional plans tocmohty level detail are being designed.

OHA is continuing work with the nine federally repozed tribes through formal Tribal Consultatioman
additional meetings to better incorporate theidfeek into the plan. In Oregon, approximately 5dsibal
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Oregon Health Plan members have chosen not tol @mrmbanaged care plans. Oregon intends to update t
AMRP with an additional public comment period aresubmit the plan to CMS by June 2019.

D. Complaints, grievances, and hearings

Complaints and grievances

Coordinated care organizations complaints and grievances
The information provided is a compilation of datanh the 16 coordinated care organizations (CCO®.data
reported covers the quarter beginning 07/01/2047esuding 09/30/2017.

Trends
Oct — Dec, 2016 | Jan — Mar, 2017 | Apr —Jun, 2017 | Jul — Sep, 2017
Total complaints received 4,070 3,930 4,225 4,157
Total average CCO enrollment 862,040 865,701 882,453 855,569
Rate per 1,000 members 4.72 4.54 4.78 4.71

B Total rate per 1000 members statewide this quartalt categories is 4.71. The previous quarter was
4.78 rate per 1000 members.

B Rates per 1000 members among the individual 16 CXbOw the lowest rate per 1000 members for one
CCO was .74 and the highest was 9.46 for anoth&.CtThe numbers show a decrease from last
guarter, when the highest rate was 10.48 rate Q@0 inembers.

B Interaction with Provider or Plan categories shoaettcrease overall to 1293 complaints this quarter
from the 1329 high over the last four quarters. Bikng Issues category showed the highest amount
over the last four quarters at 334 complaints.

There is continued effort across the CCOs to staliwkadata collection among their contracted deksytn
improve reporting of complaints.

Barriers
B The Non-Emergency Transportation (NEMT) complagustinue to be an issue. Some CCOs are
reporting they are continuing to take steps toluestine high number of complaints by meeting
regularly with NEMT providers to resolve issues.
B Increase in Quality of Care complaints categoryr de last 12 months. Exploration with CCOs to
determine the data increase and subsequently tetogeenent of mitigation plans.

Interventions

Some CCOs report they began using new data caliesbftware that will improve their reporting of
complaints. One CCO reported hiring new staff tecscally work on reducing the number of grievasice
overall. Several CCOs indicate they are providnagning and coaching on an individual provider baghen a
complaint is received.

Related data
For related data see Appendix B: Complaints arevgnces, which is attached separately

Statewide rolling 12-month totals
This chart includes the total of all complaintsaepd statewide by the 16 CCOs for the quarter.
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Complaint category Oct — Dec, 2016 | Jan — Mar, 2017 | Apr —Jun, 2017 | Jul — Sep, 2017
Access to care 1,926 1,737 1,759 1,719
Client billing issues 316 311 310 334
Consumer rights 248 193 239 215
Interaction with provider or plan 1,045 1,240 1,329 1,293
Quality of care 354 283 416 422
Quality of service 128 110 124 131
Other 53 56 48 43
Grand Total 4,070 3,930 4,225 4,157
Complaints and grievances by category
12 month rolling chart
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CCO summary
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==@==CLIENT BILLING ISSUES
CONSUMER RIGHTS

This chart shows the distribution of this quart&denplaints data amongst the six complaints categofhe
percentage reflects the percent of total repoxedhie quarter.
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TOTAL COMPLAINTS BY CATEGORY
JUL 2017 -SEP 2017

3.15%
10.15%
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INTERACTION WITH
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B QUALITY OF CARE

W QUALITY OF SERVICE

Fee-for-service complaints and grievances

OHA's Client Services Unit began logging complaimi® the Medicaid Management Information System
(MMIS). The first full quarter of data-entry hasooered, and additional work will be conducted talsgne the
data to ensure accuracy and data reporting cafiedilor fee-for-service.

CCO and FFS appeals and hearings

OHA received 703 hearing requests related to théeatlef medical services. The number of hearingsiested
for CCO-enrolled and fee-for-service clients we8 @nd 35, respectively. The top three issuesdarihgs
were surgery denials (192 requested hearings)raéfdenials (135 requested hearings) and presamipienials
with (115 requested hearings).

Of all hearing requests, 237 were approved afsscand review (original decisions overturned). €heere
188 hearings where the member withdrew their hgaequest after an informal conference with an OHA
hearings representative. Seventy-eight cases v&ressed as not hearable due to provider erronéelivere
171 cases that went to hearing, and the adminiariaw judge: upheld the OHA or CCO decision inc@8es,
reversed the OHA or CCO decision in three, and dised for members’ failure to appear in 79. Thire
hearing requests were dismissed due to a memhagstigg the hearing after the allowable 45 daybout
good cause for the late request.

For related data see Appendix C: CCO appeals aaihigs, which is attached separately.
E. Coordinated care organization activities

1. New plans
There are no new plans serving the Medicaid pojomat
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2. Provider networks

AllCare transitioned 1,450 members from JacksonnBoMental Health to Options for Southern Oregon fo
mental and behavioral health services. There wasgmificant increase in behavioral health crisisergency
department visits for behavioral health conditidmsspitalizations for mental health, behavioralltieerisis in

provider offices, or grievances for adults, or yguturing the transition period. Jackson County tdeHealth

continues to provide crisis services for AllCaremiers.

Cascade Health Alliance (CHA) has dissolved thentiact with Advantage Dental and Capitol Dental an
now contracting directly with individual dental piders within their service area. CHA had approxeha
17,148 members with dental benefits in the thirdrtpr. CHA’s Quality Management department will ttone
to conduct regular audits of all providers, inchgldental. Additionally, CHA is closely monitoriragy
member grievances and appeals related to this ehardgntal network.

3. Rate certifications

Oregon's 16 CCOs contract with the state to maaadealeliver health care to Oregonians that argoégidor
Oregon Health Plan (OHP) benefits. The Oregon He®lthority (OHA) pays a per-member per-month
capitation to CCOs to manage OHP members' physieakvioral and oral health care. The average rate
increase among Oregon’s CCOs is 3.3 percent. Apds federal waiver with the Centers for Mede&
Medicaid Services (CMS), Oregon has pledged toatomate increases to 3.4 percent per year or less.

Oregon's rate development takes into account defaetars, including differences in regional cogispulation
disease risk and hospital reimbursement. The statgacts with Optumas, an actuarial consulting fito
assist in the rate development, and capitatiors tad@e been certified by Optumas as actuariallpgoOHA
gives CCOs an opportunity to review the rates leefbey are submitted to CMS. The agency also wwitts
the CCOs and the actuary to ensure that the melttgpdbehind the rate setting is rigorous, equitavid
compliant with federal requirements.

4. Enrollment/disenroliment
There were no significant changes in CCO-enrolimEntollment data is listed in the actual and uridaped
enrollment table in Appendix A.

5. Corrective action plans
For encounter data from the CCOs, there are no opeactive action plans.

6. One-percent (1%) withhold

The Oregon Health Authority’s Health Systems Dimis{(HSD) analyzed encounter data received for
completeness and accuracy for the subject montBeoémber 2016 through February 2017. All CCOstheet
administrative performance standard for all subjechths and no one-percent withholds occurred.

7. Other significant activities

As part of the contract process, each CCO was mredjto develop a transformation plan geared sadiii to
the needs of the community it serves. Transformgtians demonstrate how the organization will work
improve health outcomes, increase member satisfaatid reduce overall costs. During this quart@QO€
submitted their most recent transformation plargpess reports, which described progress towardingeet
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benchmarks (to be achieved by December 31, 201&iyht focus areas. Projects and benchmarks were

designed by each CCO to further their transfornmatvork.
F. Health Information Technology

Health Information Technology Oversight Council

The Health Information Technology Oversight CoufeilTOC) is tasked with setting goals and develgmn
strategic health information technology (HIT) pkan Oregon, overseeing implementation of the Hiampland
monitoring progress with HIT goals. Supporting Medd goals is a core component of HITOC’s work.

HITOC met in August and approved an update tchitse-year strategic plan. Oregon’s HIT strateganpl
incorporates the needs of a broad range of staftetrslincluding coordinated care organizations (€GO
providers, health systems, and payers and willgg@degon’s implementation of HIT strategies, inahgd
those related to CCOs, Medicaid members, and peoviover the next three years. The plan includes an
updated focus on spreading health information exgbasupporting the HIT needed for alternative patym
models, and exploring the role of HIT in addressimgsocial determinants of health. The stratelgin plso
includes support to pursue the public-private HoVernance partnership described in the waiver vaordt is
now underway to complete planning activities anthéh the new effort, the HIT Commons, by Januar820

Health Information Technology Advisory Group

The Oregon Health Authority (OHA) convenes the ldeaiformation Technology Advisory Group (HITAG),
composed of CCO representatives, to guide HIT dietsvthat support CCOs. HITAG also provides a forfor
CCOs to share information and ideas with each otheluly, HITAG and HIT/Health Information Exchaag
Community and Organizational Panel (HCOP) heldra jmeeting to discuss next steps for HIT, behaalior
health, and social determinants of health. HITAG m&eptember to discuss strategies for HIT sugdor
member engagement and CCO involvement in the upwphiT Commons.

Medicaid EHR Incentive Program

Through the Centers for Medicare and Medicaid $es/{CMS) Electronic Health Records (EHR) Incentive
Programs, eligible Oregon providers and hospitafsreceive federally-funded financial incentives fo
adopting, implementing, upgrading, or meaningfukyng certified electronic health records technglog
(CEHRT). An increase in the number of providers\gSCEHRT helps promote better health outcomes for
Oregonians by increasing access to and use ofhatdth information at the point of care. Sincephagram’s
inception in 2011, 7,874 Oregon providers and &dphals have received a total of $494 million iddeal
incentive payments ($328 million under the MedidaHR Incentive Program and $166 million under the
Medicaid EHR Incentive Program, as of SeptembefBQy). Between July and September 2017, 242 Oregon
providers received nearly $3 million in Medicaid Elhcentive payments.

Program year 2016 participation yielded 2,157 adtess, 703 of which were from providers who haser
participated in the program. This is an increasevelr 600 attestations from 2015.

In May 2017, CMS approved naturopathic physiciamns @ediatric optometrists to be eligible profesalerior
Medicaid. A total of 107 naturopathic physiciansl &our pediatric optometrists submitted an attestafor
program year 2016, which was the last year to bpaiticipation.
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Oregon Medicaid Meaningful Use Technical Assistance Program

The Oregon Medicaid Meaningful Use Technical Assise Program (OMMUTAP) provides technical support
to Medicaid physicians, nurse practitioners, désitsnd physician assistants in certain circums&nthe
program offers resources to help providers meauallygiise their EHRs and report CCO EHR-based neetric

An additional 74 providers at 33 clinics began iggrating in the program, bringing the total numbér
participating providers to 1,385 providers at 3lifics. Technical assistance has supported thesadars in
meeting meaningful use, improving workflow, mitigef privacy and security risks, and achieving
interoperability of health information exchangartgrove care coordination and service delivery.

Emergency Department Information Exchange/PreManage

The Emergency Department Information Exchange (BBtHects emergency department and inpatient admit
discharge and transfer (ADT) data from hospital$ pushes notifications back to emergency deparsn(&id)

in real time. EDIE alerts inform ED providers wheepatient who is seeking care has been seen iDandte
than six times over the last 12 months. The alamtains brief information about the prior ED visatsd, if
available, information about the patient’s primaaye provider and care plan. EDIE helps ED progder
coordinate with primary care providers, provide ith@st appropriate care for the patient, and avoiteaessary
ED costs for all patients and payers, including Maidl.

PreManage is a companion to EDIE. PreManage bregstime hospital event notifications from EDIE to
health plans, CCOs, providers, and care coordigatésers can choose patient demographics or plarticu
patients to monitor, and when a patient in thatagnaphic presents at an ED, the user gets a raal-ti
notification. This helps CCO care coordinatorsdallup with appropriate referrals or re-engage &patvith
primary care after an ED visit or even enable cadinators/providers to connect with a membemduthe
ED visit to ensure the most appropriate care isgprovided.

OHA is coordinating CCO use of PreManage for Medicklany Medicaid providers are currently using
PreManage to better manage their member populatiotsssist in the statewide reduction of ED w#ilans.

B Fifteen of 16 CCOs are now receiving hospital evatifications. Thirteen are receiving notificatoon
through PreManage and two are accessing notifiesitiorough their health information exchange.
Twelve of the CCOs with PreManage have opted t@edheir license to their key clinical practices.

Thirteen Assertive Community Treatment (ACT) tearsslive on PreManage and two are in process.
Oregon’s fee-for-service care coordination contec{KEPRO and CareOregon) are live.
All dental care organizations are engaged (sixiaeeon PreManage and three are in process).

Six Department of Human Services’ Area Agency omgdAAA) and Aging & People with
Disabilities (APD) sites are piloting PreManage awilli roll-out statewide starting in November 2017.

Provider Directory

The provider directory will serve as Oregon’s diogg of accurate, trusted provider data. A comnssue for
provider directories today is that they are diffica keep current and the processes to maint@imtare
burdensome and duplicative. The provider directmlgresses those issues by leveraging authoritddize
sources to feed the provider directory and usirig dewards to oversee management of the dataitbaima
both initial and long-term quality information.
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The provider directory will benefit CCOs by suppogtcare coordination, health information exchaage

administrative efficiencies. The directory will alserve as a resource for heath analytics because i

B Provides one place to go for accurate and completader data, which will reduce the burden on
providers and the staff time spent on data maimemactivities.

B Enables better care coordination for patients hradhbility to meet certain meaningful use objedtive
because it supplies complete information on pragiémd how to contact them.

B Improves the ability to calculate quality metribaittrequire detailed provider and practice infororat

OHA continues to meet with stakeholders via theviéler Directory Advisory Committee to provide inpatd
oversight to OHA’s development of this program. Jhevider directory will begin implementation irtéa
2018.

Clinical Quality Metrics Registry

The Clinical Quality Metrics Registry (CQMR) wilbdlect, aggregate and provide clinical quality nustdata

to meet program requirements and achieve efficgsnidr provider reporting. Initially, the CQMR walpport
the Medicaid EHR Incentive Program and the CCOritice measures that are EHR-based. Over time, other
quality reporting programs could use the CQMR alb. Wwae CQMR is expected to go live in late 201810

is exploring options for Oregon providers to use @QMR to submit quality data to CMS for the Med&ca
Merit-based Incentive Payment System and the Camepieve Primary Care Plus program.

Common Credentialing

OHA is working with stakeholders to plan and impé&rha common credentialing program for Oregon healt
care practitioners. OHA is working with vendorssystem configuration and the development of program
policies. Marketing and outreach efforts will conmmoe in March 2018 and will be operational on Sejpiend,
2018. The program is mandated by Oregon law andmnelude a web-based system to collect, store vanidy
practitioner credentialing information for use brgdentialing organizations. It will streamline arehtralize
credentialing information to create efficiencies & estimated 55,000 health care practitionerssadDregon
and more than 300 credentialing organizationsutiolg all Oregon health plans, CCOs, hospitalsltinea
systems, dental care organizations, ambulatory@lrgenters, and independent physician assocmtiime
Common Credentialing Advisory Group provides staitéér input and oversight to OHA’s development of
this program.

Health Information Exchange Onboarding Program

The Health Information Exchange (HIE) OnboardingdgPam will help connect key Medicaid providers to
community-based HIEs that provide meaningful HIpapunities and play a vital role for Medicaid hretr
communities. OHA may contract with one or more camity-based HIEs. HIEs will onboard priority
physical, oral, and behavioral health Medicaid jptexs according to a work plan developed in coasioib
with Medicaid partners. Oregon anticipates awardmggcontract(s) early in 2018.

Behavioral Health Information Technology Scan

OHA is in the midst of a behavioral health HIT scaeluding stakeholder interviews and an onlinesey,
which was released in May 2017. The survey colledtsmation from behavioral health entities acrtises
state regarding HIT and HIE use, needs, challeragebpriorities. Stakeholder interviews are underiea
gather additional context. The report is anticigatebe final in early 2018.
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G. Metrics development

Oregon’s coordinated care organizations

The Oregon Health Authority (OHA) began reportimgtbe 2017 coordinated care organization (CCO) and
state performance measures, completed the benclsettirky process for 2018 with the Metrics and Bpr
Committee, and continued measure development ditthiran work.

The 2018 incentive metrics benchmarks, improvertargets and annual floors were identified for &l 1
chosen incentive metrics. In addition, two majdnaties occurred during this reporting period:

1. OHA helped CCOs prepare for the 2018 measuremantfgethe newly introduced measures,
including the disparity metricmergency Department use by people with mental illness, a measure that
emphasizes management of physical health conditanseople with severe and persistent mental
illness.

2. OHA made considerable efforts towards the developroefuture measures, for those measures that
were not fully developed, for placement on the 201&asure list.

Activities in preparation for CCO 2018 incentive me  asures

A metric was adopted as a disparity measure toamgophysical health of members with persistent alent
illness. Work on this measure will be supportedrizyeased adoption of PreManage, a tool that briegls
time hospital notifications to CCOs and care cauathrs. All 59 Oregon hospitals contribute admdcbarge,
and transfer data (both emergency department gadiémt data) to the Emergency Department Inforonati
Exchange (EDIE), which serves as the data infrestra for PreManage. CCOs, health plans, and peovid
can subscribe to PreManage to access the hosydtal éata and better manage their populations whaigh
utilizers of hospital services. During this quar@HA explored the possibility of using this softedool to
alert primary care physicians when members withtaleliness visit the emergency department.

OHA joined a Maternal and Infant Health Care Qudliinovation Acceleration Program to work on the
development of a defined set of provider charastied for the metricEffective Contraceptive Use. The
incentive metric is a home-grown measure basedibhighed literature and input from subject-mattgrezts.
This innovation acceleration project is meant &ntify the service-delivery structures associatéd high-
guality care so that a value-based payment modebedested once a spectrum of quality can beifahfor
contraceptive services.

Activities related to CCO metrics development

OHA continued to study the implications of movimgrh a claims-based incentive metrics list to inaigd
several electronic health record based qualityio®etFor this reason, OHA launched a pilot projecitudy the
ease or difficulty of collecting a three-part metior Screening, Brief Intervention and Referrallteatment
(SBIRT) measures in CCOs. The work plan for thist@tudy was developed to test reporting from ssve
different electronic health care software types.

The challenge pool of incentive metrics for 2018 enild-related because of the strong developmaeanttaiests
of the Metrics and Scoring Committee. The groumidied a future need to have a health-based measur
kindergarten-readiness. OHA set about developwgr plan that included, as a preliminary tasknitfging
guestions with potential for inclusion in the ann@ansumer Assessment of Healthcare Providers gsti®s
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(CAHPS) survey of Medicaid members in both Englisld Spanish. Since it was the desire to have ration

standardized data for comparison, The National uof Children’s Health (NSCH), Section G was skdc
as a source for items to be included in OregonI82DAHPS survey, but it contained far too many tjaas

for the CAHPS survey. A Delphi-like method of predenal consensus was chosen to narrow the items do
into a handful of questions.

Approximately 75 experts from both health-medicad @ducational-developmental fields were includethis
process. They ranked the importance of NSCH, Se&Gidems for kindergarten-readiness. Item analysis
conducted from ratings in a CAHPS survey based up@ortance for inclusion in the CAHPS state suragag
importance to the construct of kindergarten-reasn€ive items were identified based on resultsdiRgs
were summarized over the entire group as well dgdmn medical and educational participants to deter if
endorsement of items differed between expert grodfpsle there was quite a bit of variation acrdss éntire
section of questions, both groups had consensubkédop five questions, which were selected fer2818
CAHPS survey. The five items chosen for inclusio2018 are:

B How often does this child play well with others?

B When he or she is paying attention, how often banahild follow instructions to complete a simple
task?

B In the past two months, were you ever asked to keapchild home from any child care or preschool
because of their behavior?

B How often does this child lose control of his or temper when things do not go his or her way?

B Compared to other children his or her age, how ndifficulty does this child have making or keeping
friends?

The survey is answered by parents with childremflorth to five years for both English and Spanish
respondents to determine how answers might infonevakindergarten-readiness metric for CCOs inr&utu
years.

H. Budget neutrality

OHA provides two budget-neutrality reports: Oreditgalth Plan Section 1115 Medicaid Demonstration
Budget Neutrality report and Oregon’s Children’sallle Insurance Program (CHIP) Title XXI Allotment
report.

Because Congress has not provided new fundingP@or Federal Fiscal Year (FFY) 2018, OHA is
projected to run out of CHIP allotment in Decemb@t8. Governor Kate Brown has directed the agency t
continue to provide CHIP coverage in anticipatioattCongress will act. OHA is projecting the staii®
receive its FFY 2018 allotment in December 2017.

For related data see Appendix D: Neutrality repatigch is attached separately.

l. Legislative activities

The 2017 Session of the Oregon Legislative Assemtjgurned sine die on July 7, 2017 and many inaport
bills passed in the waning days of the fiscal y®arst importantly, looming budget holes for Oregon’
Medicaid program, the Oregon Health Plan (OHP) viidesl, securing funding for the 2017-2019 biermiu
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House Bill 2391, which received final Senate appt@n June 21st, provided the mechanism for filtimg
$900+ million projected budget shortfall for OHmhermajority of funds will be raised through various
assessments on insurers, managed care organizatidiespitals. These funds were included and atedu
for in the Oregon Health Authority’s (OHA) budgéti 5026).

Other 2017 legislation impacting Oregon’s Medigardgram included:
B HB 5006 — Allocated $10 million to OHA to assisbpiding coverage of Hepatitis C treatments at
Stage 2 and $10,000 for system updates necesstagilitate the enrollment of foster children into
CCOs

B HB 2015 — Provides for review of doula reimbursehrates and a development on a report of the status

of doulas in the state

B HB 2300 — Establishes the Mental Health Clinicalisdry Group in OHA to develop evidence-based
algorithms for prescription drug treatment of méhtalth disorders in medical assistance recipients

B HB 2675 — Requires community health improvememg&dopted by CCOs and community advisory
councils to focus on and develop a strategy fagrdting physical, behavioral and oral health care
services

B HB 2882 — Requires the governing body of each C&€ddlude a representative from at least one
dental care organization that serves members edroilthe CCO

B SB 934 - Prohibits CCOs from spending less thapet@ent of the global budget on primary care and
community health

B SB 558 — Extends OHP-like coverage to all Oregalidn regardless of immigration status. Coverage
will be funded through State General Fund (GF)atslbnly.

J. Public forums

Health Evidence Review Commission

The Health Evidence Review Commission (HERC) resgielinical evidence in order to prioritize health
spending and guide the Oregon Health Authority akimg benefit-related decisions for its health plddERC
promotes evidence-based medical practice stateWigdic comment from HERC meetings is listed below.

September 28, 2017
Testimony for this meeting related to the revievith# prioritization of two drugs to treat Duchemmascular
dystrophy (DMD): deflazacort (Emflaza) and ete@irgExondys 51).

Jenn McNary, a Duchenne advocate and mother of twchildren with DMD, ages 15 and 18
Ms. McNary said her older son is able to completsinof his activities of daily life (ADLs). She wed the
Commission to take time to make the right decisind to ask questions of her and other advocacypgrou

She said the drug is not experimental. The Foodband Administration (FDA) accelerated approvalstito
provide access to drugs with biomarker evidenceigh@asonably likely to provide benefit. It istrmonsidered
experimental therapy by law, as stated by the Deyant of Health and Human Services. She testihatithe
medication is about preserving muscle so patieae la better outcome. She said if she were al#ewshld
prioritize ultra-rare fatal childhood diseaseshat top of the list and everything else below akdred Exondys
51 to a “parachute” for children with DMD.

In responding to member questions she said thewoll:
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B She was persistent in getting her sons into diatstand has helped other families do the same;
unfortunately, the Oregon families are not eligifdetrials.

B She would love to provide HERC the patient-repodettomes not seen in the Pharmacy and
Therapeutics Committee report.

B The drug works on muscle that is still presentiaméquired for the lifetime of a patient and thare
no known side-effects.

B In Oregon there are two patients receiving the paiin and three more that are eligible and need it

Jamie Saukko, a mother of a 2-year old with DMD
Ms. Saukko’s child is not eligible for the trialathis in desperate need of the drug. She said evevasting
valuable time as her son loses muscles.

Hannah Cain, a Duchenne advocate and mother of aygar old with DMD

Ms. Cain is not a carrier; there was a spontangens-mutation which caused her son’s disease. &th¢he
FDA approves medicine on the fast-track to fuldil unmet medical need with promising therapy. “This
usurping the FDA process. What is on the line fmur is money, what’s on the line for us is a lotagee. We
don’t have time.” She added she feels a win igptitent not getting worse while they are waitingdaure we
hope is on the horizon.

Mike Donabedian, Sarepta Pharmaceuticals

Mr. Donabedian said that during their review, tt@fnacy and Therapeutics Committee removed the age
requirement which had restricted the drug to theos® five years of age and removed the requirerioent
ambulatory status before voting to send the tapidERC for potential placement below the fundimgliHe
asked how they can both improve access to thewlhilg sending it off to be placed on an unfundee liNo
explanation was given at the July Pharmacy andapeutics Committee meeting. He strenuously reqdeste
discussion be halted at this meeting until thatstjae can be answered.

Lisa Borland, Sarepta Pharmaceuticals
Ms. Borland described the accelerated approvalwattior both drugs. She emphatically stated thgslare
not experimental, FDA approval is not conditionadl grioritization on line 660 circumvents the FDAgent.

HERC Value-based Benefits Subcommittee

August 10, 2017

Testimony for this meeting related to a new prodxssg developed regarding the prioritization ovses

with marginal or no clinical benefit and/or withAacost-effectiveness. Testimony anticipated theugdlased
Benefits Subcommittee (VbBS) review of two drugs$réat Duchenne muscular dystrophy (DMD), deflaraco
(Emflaza) and eteplirsen (Exondys 51), which werbd discussed at its September 28, 2017 meeting.

Lisa Borland, Sarepta Pharmaceuticals

Ms. Borland indicated that she was attending thetimg to answer any questions about Exondys 51n&®
51 was approved by the FDA for a very specific stilo$ patients with Duchenne muscular dystrophy @M
(13%, representing about 1,000 patients acrossg#)e Exondys 51 gained approval through the acatld
approval pathway to allow medications to come outrdre conditions.

Jamie Saukko, a mother of a 2-year old with DMD
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On behalf of her son with DMD from Eugene, Ms. Saukaid her son desperately needs Exondys 51.&#the s

DMD is a fatal diagnosis with no treatment otheartliexondys 51. His condition is deteriorating daglyd he
needs to be on this medication before further danmadone. This drug will help her son and otheoslpce
dystrophin, as clinical trials showed improvementystrophin level. It will not change the eventeatl, but
will improve function for some time. Ms. Saukkoriks the medication should be covered, regardleag®f
and ability to walk. Everyone who qualifies shohkve access to this drug.

Jim Rickards, MD, from MODA Health

Dr. Rickards said the role of the HERC in reviewimgdical evidence of medication effectiveness ofgmnal
or no clinical benefit is important. Paying for sleehigh cost drugs reduces ability to fund othergh He
reviewed the lack of clinical efficacy for Exondy%. As a steward of Medicaid dollars, MODA recomien
that HERC review these drugs and place them orogppte non-funded lines.

Billy Ellsworth, a patient with DMD

Billy is a patient with DMD from Pittsburg. He hlsen receiving Exondys 51 since 2011 and feelgsit h
helped maintain his strength and ability to walkl & independent. He is sad at the thought of ebing this
drug and losing his independence. He sees othearitly DMD who are much worse than he is. He fédas
drug is effective and helps him continue to walk. &tked that HERC please support coverage of tihgs d

Terri Ellsworth, Billy’s mother

Billy is 16%2 and has been receiving this drug farygars. Their family flew across the country éstify
because of their strong feeling that the drugfisctive. Ms. Ellsworth testified about what othargnts go
through in caring for their sons with DMD. Billy ca@lo most ADLs himself. Ms. Ellsworth does not felt
Billy is an outlier. Prior to starting Exondys 5& tvas an extreme toe walker, a sign of the endeoébility to
ambulate. He is now able to walk with improved wadking. She said a little dystrophin is bettentime
dystrophin for clinical impact. She feels this dhag a significant impact on patients and familidss is a rare
disease and all drugs for rare diseases are expeiisiis drug is FDA approved. Medicaid did approve
Exondys 51 in Oregon. She requested that DMD egertsought out for future discussions.

September 28, 2017
Testimony for this meeting related to the reviewth# prioritization of two drugs to treat Duchemmascular
dystrophy (DMD): deflazacort (Emflaza) and ete@itgExondys 51).

Dr. Erika Finanger, a pediatric neurologist from OHSU

Dr. Finanger provided some information about anoamgytrail of eteplirsen. This ongoing study (N=76n
48-week trial of eteplirsen with control patientesmare DMD patients with other exon-skipping mutas (not
exon-51), but who are thought to be generally céilly similar to the exon-51 patients in terms @inslard of
care therapy. Finanger said her clinical experieatieat her patients on eteplirsen are not loainfty to
ambulate, unlike similar untreated patients. Shecdhthat eteplirsen went through an established Bpgsoval
process. She agrees on the need for further stutlyeoeffectiveness of eteplirsen. She did notettiea
researchers need to use surrogate outcome indpkrgen studies as finding other outcomes takesyalong
time and is likely not feasible. In regard to defleort, she agreed it has a significant cost @iffee compared
to prednisone. She has patients on both typedids. She notes that a small increase in weigintcan have
a very significant impact in her patients. If thesdarge weight gain with prednisone, she changes
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deflazacort. Patients need to be on steroids ¢mifscant clinical benefit, and if they cannot tdée

prednisone, they need effective alternatives.

Jenn McNary, a Duchenne advocate and mother of twchildren with DMD, ages 15 and 18

Ms. McNary’s two sons were in the eteplirsen tri@dse son participated in an eteplirsen study wdtile
ambulatory at 16. Her second son, 19, who wasamdulatory in the study, has had some muscular
improvement and does not require ventilation assc&. Slowing the disease down has been very signif
for their family. Interviews from families were @cled at an FDA hearing and she urged the VbBS/HERC
members to review these interviews. Ms. McNary dabat, in regards to the question about what lefrel
dystrophin is clinically significant, patients widxon-45 skipping DMD have higher levels of dystiopand
have milder disease progression and walk two yeagger than DMD patients with exon-51 mutationse3d
exon-45 mutation patients have dystrophin leveds #ne similar to eteplirsen results for exon-5tiepas.

Mike Donabedian, Sarepta Pharmaceuticals

Mr. Donabedian said the meeting materials contacguracies. He said there are estimated to be-tbrfour
patients with exon-51 skipping on OHP. (This watedan the Pharmacy and Therapeutics report and
previously verbally corrected by HERC staff.) Otdeugs are still in clinical development and arécpated
to treat approximately six-to-eight additional tgps patients. He also stated that the VbBS lirhthcee
minutes of testimony does not meet the criteriqredaningful engagement.” When asked about criticakess
programs, he said there is a critical access pnograailable on a case-by-case basis. He wouldortreent on
whether the three-to-four OHP patients would bgilelle for such a critical access program through hi
company. He also could not comment about the awhiiaof the drug through ongoing clinical trials.

Lisa Borland, Sarepta Pharmaceuticals

Ms. Borland said FDA approval of eteplirsen is conditional, it is full and final. However, if naath is
brought back to the FDA showing clinical efficacyfour-to-five years, approval will be withdraw&he
discussed the accelerated approval pathway atDie Eteplirsen was approved by the FDA based on
dystrophin levels as a surrogate endpoint wereideresd reasonably likely to impact clinical outcan€here
is evidence in medical literature that slightlytnég dystrophin levels can prolong time to lossrabalation
(different mutations other than exon-51 skippinguteng in higher dystrophin levels). Eteplirserths only
FDA approved treatment that targets the underlgangse of DMD. When asked about any other drughthst
an automatic removal of approval without confirnmgtstudy, Borland replied that the FDA requiremfemt
confirmatory study is not unique to eteplirsen. Whsked about any dose response difference betive&
and 50 mg/kg doses, Borland answered that no difter was seen in dystrophen levels at 30 and 5kgmg/

Jamie Saukko, a mother of a 2-year old with DMD

Ms. Saukko said this is the only medication tottress son. No clinical trials are available to Ben. She feels
that treating her son at two would result in a ngaificant improvement due to lack of muscle haondate.
She has not seen DMD patients walking as longeastéplirsen patients she has heard about. Hérdsrand
her uncle had DMD and died in their early 20s. 8lse testified in support of coverage for deflazteder
son is too young for steroids, but she thinks p#gishould have drug choices if needed.

Hannah Cain, a Duchenne advocate and mother of aygar old with DMD
Ms. Cain said her son was just diagnosed last matrdige six. She is battling for the right to anA~&pproved
drug for her son. Her son will have progressive giygms, and these will have a great impact on hailya
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eteplirsen can improve his quality of life and exténis life. She also noted that, based on exgnian,

deflazacort is superior to prednisone.
HERC Evidence-based Guidelines Subcommittee

September 7, 2017

Testimony for this meeting related to a draft cager guidance on the use of minimally invasive non-
corticosteroid percutaneous interventions for thatment of low back pain, including a recommeroator
non-coverage of radiofrequency denervation fortfgaat pain, which all of the following public tésony
was directed towards.

David Sibell, MD, professor at the OHSU Comprehense Pain Center

Dr. Sibell said he agrees that patients in thenblwf the American Medical Association (JAMA) syudid not
appear to benefit from this procedure. Howevelsdid the patient selection and surgical technigube study
were not optimal. For instance, they used smabedtes, no image guidance and only a single didignos
medial branch block with a less stringent threshold

Janna Friedly, MD, appointed expert

Dr. Friedly said she agreed with Sibell's assessnidre challenge is that the clinical experiencesdoot
match the results in the controlled trials. Shd daat this study highlights that the use of thecpdural
technique in clinical practice may not reflect ttentified best practices both in terms of patsgiection and
in terms of the technique itself.

Sandy Christensen, MD, assistant professor at thell5U Comprehensive Pain Center
Dr. Christensen said there is a high-quality studgerway at Johns Hopkins University. She suggedbid
subcommittee wait for the results of this studypemted in about a year.

HERC Health Technology Assessment Subcommittee

June 15, 2017
The testimony for this meeting related to a draftarage guidance on gene expression profiling fostate
cancer.

Melissa Wood, Genomic Health (maker of Oncotype DX)

Ms. Wood provided public testimony stating that kihedicare criteria have been recently expandeddinde
intermediate-risk patients. She said it is fasangathat the focus is on clinical utility, as thiegve trials
ongoing. She said they have recent trials undemttythe Veteran’s Administration and Kaiser Pererate.
She said that she would like to bring this evidemwben it is available. She also expects guidelinehange in
the coming year. She said the Oncotype DX tedbifeast cancer is unique since it provides prediatdsults
as well as prognostic data. She said it is morfecdif to run tests on archived tissue becausé®fsmaller
amount of tissue available in prostate cancer.saitethese tests have the potential to reducereaémient.

Som Saha, MD, MPH, Health Technology Assessment Ssdmmittee member
Dr. Saha said he would be convinced to revisitoipec if there were a study that showed that pewle got
the test were more likely to enter active survatk
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Wally Shaffer, MD, HERC member

Dr. Shaffer asked Ms. Wood whether Medicare coverags contingent on a registry for all three tbsiag
discussed. Wood said that the registry was at feastrolaris and Oncotype DX.

Medicaid Advisory Committee

The Medicaid Advisory Committee (MAC) is a fedeyathandated body which advises the State Medicaid
Director on the policies, procedures and operatiod@regon’s Medicaid program (OHP), through a comsu
and community lens. The MAC develops policy recomdations at the request of the governor, the letist
and OHA.

September 27, 2017
Agenda items:

B Agency Medicaid updates

B Office of Equity and Inclusion background and sbditerminants of health and equity
B Oregon Health Policy Board Action Plan for Health

B Social determinants of health and CCOs

Karen Wheeler, Business Development Associate, Gitea Oregon Behavioral Health (GOBHI)

GOBHI has a set of staff people working on the alodéterminants of health. Ms. Wheeler spends nofitter
time working on housing. She recommended usinglsifapguage to spread the message on social
determinants of health with stakeholders. GOBHEUaaguage like “health begins where we live, wégkrn
and play.” Ms. Wheeler offered the MAC a resourcart the Robert Wood Johnson Foundation called “AvNe
Way to Talk about Social Determinants of Healtl's &lso important to form partnerships with noneheal
partners. The medical community cannot do this vaboke.

Metrics and Scoring Committee
The Metrics and Scoring Committee was establishetthd legislature to recommend outcomes and quality
measures for CCOs.

July 21, 2017

Maggie Bennington-Davis, MD, Chief Medical Officer,Health Share of Oregon
In a letter to the committee dated July 19, 2017 H@nnington-Davis encourages the committee natitipt a
body-mass index (BMI) screening and counselingtedae health records (EHR) metric in 2018.

Ken Carlson, MD, FAAP, Pediatrician, Childhood Heath Associates of Salem and Board Member of
Oregon Pediatric Society

In an email to the committee dated July 20, 2017 (darlson encourages the committee to drop theohge
effective contraceptive use from 18 to 15 for women

Colleen Reuland, MS, Director, Oregon Pediatric Impovement Partnership and Member of the Health
Plan Quality Metrics Committee

Ms. Reuland expressed concern about changing theaage of the developmental screening metric g
five, noting that this was outside of the work damereating the measure. (She was the develofsire)
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encouraged use of term “health-aspects of kindengareadiness” to avoid confusion with a more globa

measure.

Chandra Elser, Quality Improvement Analyst, Health Share of Oregon

Ms. Elser addressed the committee in regards toatience of electronic health record (EHR) baseakores.
She encourages the committee to hold off on imphtimg the EHR-based Screening, Brief Interventang
Referral to Treatment (SBIRT) measure until 2019.

Sara Love, ND, Policy Director, CCO Oregon
Encouraged adoption of an oral health metric.

Jeremiah Rigsby, JD, Public Policy and Regulatory Kairs Director, Care Oregon
Mr. Rigsby expressed concerns about “re-basing”’sumes for childhood immunizations and timing of his
clinics responses

August 18, 2017

Deanna Watson, Umpqua Community Health Clinic
Ms. Watson expressed concern over why adolescdhthii visits were low because of Job Corps emters
not qualifying.

September 15, 2017

Maggie Bennington-Davis, MD, Chief Medical Officer,Health Share of Oregon

In a letter to the committee dated September 127 2Dr. Bennington-Davis expressed concern oveetow
the age of effective contraceptive use to 15, ssudised during July’s Metrics and Scoring Committeeting,
and proposed the committee delay adding 15-17gldarto this metric.

Kristin Dillon, MD, Chair, Health Plan Quality and Metrics Committee
Dr. Dillon discussed the shared goals and devetpmafationship between the Health Plan Quality Mstr
Committee for all public payers and the Metrics &wdring Committee.

Oregon Health Policy Board

The Oregon Health Policy Board (OHPB) serves aptiiey-making and oversight body for the OHA. The
board is committed to providing access to quadffgrdable health care for all Oregonians and tprowing
population health.

July 11, 2017

John Mullin, Oregon Law Center

Mr. Mullin praised programs and advocacy for HoBge2391. Potential referral of HB 2391 was theima
focus of his testimony, and he is interested in O¥lget and spending on this bill. He reached otité
Legislative Fiscal Office (LFO) about a public agiand tracking on the bill.

August 1, 2017
John Mullin, Oregon Law Center
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Mr. Mullin encouraged DHS engagement, briefly gameoverview of the progress DHS has made, speltyfica

with in-home care services. He also praised diffepeograms between DHS and OHA (Cover All Kids, et

Art Suchorzewski, FamilyCare, Inc.

Mr. Suchorzewski commented regarding CCO rateswaettiodology. He summarized the 2018 Rates
Development Report. Rates are shown to be higmdrdmilyCare Health than internally, which is asus. He
requested that OHPB look into the data. He discliBsilyCare Health’s reduction of $26M due to @i
care investments, which internally provides a sgsjitbut he requested that OHPB look into that dataell.
He stated the 2018 quarterly legislative reportnghBamilyCare Inc. as an outlier because it iS\af# entity,
and he requested that the board look into the pa&amilyCare Inc. sent to the board.

Bill Murray, FamilyCare, Inc.
Mr. Murray commented regarding CCO rates and metlogy and discussed data accuracies with rate
development. He also repeated Mr. Suchorzewslgtateny.

September 12, 2017

Jim Slater, Care Oregon

Mr. Slater commented regarding pharmacy policy tigraent. He stated Pharmacy Class Collaborativze as
space where pharmacy could inform on the outsiuig he advised Coordinator Care Oregon to createikas
space.

John Mullin, Oregon Law Center

Mr. Mullin commented regarding OHA administratiomdareferendum 301. He discussed his hope for DHS,
DCBS, and OHA to work together. He expressed conabout the 301 referendum, not as a political
statement, but he wants clear understanding algmatsres, spending, short-term before and atkdeoé
legislative session. He understands caution byagemnd has reached out to LFO. Also, he is coredeabout
the gap between OHA and stakeholders; stakehatdensot getting important information from OHA.

Post-Award Forum

Introduction

On June 28, 2017, the Oregon Health Authority (OH#&3ted a post-award forum in partnership with the
Medicaid Advisory Committee (MAC) monthly meetirtg,gather perceptions, feedback and input on the
progress of Oregon’s 1115 Medicaid Waiver Demotistnaenewed in January 2017. The 2017 Medicaid
waiver demonstration reinforces and expands Oregoommitment to:

B Integrate physical, behavioral and oral health.care

B Address social determinants of health and healtiityeq

B Pay for value, hold down costs, and invest in lheadtated services.
B Continue to expand the coordinated care model.

The feedback gathered through the public forumeiadgpused to ensure the waiver goals and apprdvatges
are being implemented with the input and interé€2m@gonians. Input gathered through the forunmeuded
in OHA’s 1115 Waiver Quarterly Report to the Cestlar Medicare and Medicaid Services (CMS), as is
required by the state’s agreement with CMS.
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Quick Statistics
The post-award forum was open to statewide pulalitiggpation. To ensure the widest possible parétion
from all parts of the state, OHA set up humerougsara which people could participate in the meetang
submit feedback on the progress of the demonstratio

B All Oregonians were invited to participate. Emdddis and public meeting notices, as well as
announcements through OHA'’s website, social meuhd,newsletters were disseminated widely more
than sixty days in advance of the meeting.

B The post-award forum was held in conjunction wite imonthly MAC meeting at the Oregon State
Library, 250 Winter Street NE in Salem, OR.

B |n addition to participating in person, the postaasvforum could also be listened to by phone or
through an online webinar.

B Oregonians were encouraged to give oral testimbityeaend of the post-award forum, submit questions
through the online webinar and answer a surveytoumesire following the forum.

B For 30 days following the post-award forum, Oregaosiwere able to submit feedback and comments
using an online survey posted to the OHA websitéAQ@lso accepted written testimony through mail
or email.

Forum Goals and Feedback

The goals of the post award forum included prowgdin overview of the approved 1115 Medicaid waaredt
progress on targeted changes supporting waivesgolaiaining the public’s feedback about the
demonstration’s progress; and providing an oppdstia submit comments and questions. A total op6é0ple
attended the post award forum, in person or viaineebOHA received minimal comments and questidraia
the demonstration progress. In general, the quesaad comments received were supportive of thgress
made under the demonstration renewal.

An account of feedback gathered from the post-afi@argn and online survey are summarized below.

Summary of Post Award Forum Comments

Category Comment or Question

Targeted waiver change: Hospital Wanted to understand more about the program and how

Transformation Performance Program hospitals are measuring health outcomes

(HTPP)

Targeted waiver change: Hospital Do hospitals allow their patients to weigh in oe th

Transformation Performance Program metrics or are patient perspectives and satisfactio

(HTPP) measured?

Targeted waiver change: value based paym#&¥hat is the timeline to develop the value-basedrmay
roadmap?

Enroliment Wanted to understand the enrolimentgse for

coordinated care organizations (CCO) and how a
member can switch from one CCO to another
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Enrollment

Do members in fee-for-service receilreice counseling
before being enrolled into a CCO?

Contracting

Do CCOs have a contract that includggirements
found in the 1115 Medicaid waiver?

Waiver and State Plan Amendment public
process

It would be good to allow for more input in the 8ta
Plan Amendment Process. What are the upcoming S

PAS?

Targeted waiver change: health-related
services

CCOs may be reluctant to use health-related sexvase
defined in the waiver. What incentives are we plong
to them?

System Reform

Convoluted policies in the medigatem make the
system more expensive than it needs to be. Wouddn’t
single payer plan without so many restrictionsdss|
expensive?

System Reform

Wouldn't a single payer plan withrggee in one risk
pool be more cost effective?

Third Party Liability

Oregon has a program in @do utilize employer
sponsored insurance for Medicaid recipients, bigt it
voluntary.

Targeted waiver change: health-related
services

Healthcare should refer to eating health and esiexgi
on a regular basis. Medical care is having accetiset
services of doctors and other medical providergré&h
should be a distinction between the two concepts.

Targeted waiver change: health-related
services

Does the Oregon Health Plan reimburse for health-
related services for fee for service members?

Targeted waiver change: value based paym#tiill the value-based payment work have a significan

impact on durable medical equipment (DME) and DM
providers?

E

Eligibility and enrollment

I lost OHP coverage wheturned 65. Why can't low
income seniors stay on OHP when they turn

Services

Commented on the coverage of Hepatiti?/&hted to
know about the waiver and the amount of money
available for Hepatitis C treatment. Also discussed
high rates of HIV infection in Oregon and suggedtd\d
should be included as a metric for CCOs.
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Sustainable rate of growth

The biggest opportuisityiow the growth of health ca
costs is increased coordination of care for membvéis
have Medicare and Medicaid, and/or those who use
services coordinated by DHS for nursing homes -or in
home services. This population needs more focsedo
better integration and reduce confusion and
fragmentation.

CCO successes

It has been great to see improvesisatcccare and
reduced emergency room use, more preventive servi
and regular care to improve chronic health managem

[€

Ce

CCO challenges since implementation

Partial CCOIenent is very confusing and we shoul
try to increase coordinated care. Medicare and béedli
members have not received good choice counseling
about how to best integrate their care.

Continued priorities for CCOs

It is important wntinue to prioritize the following to
improve delivery of care through CCOs:
* Increase adoption of patient-centered primary
care homes
e Address health disparities and social
determinants of health
* Increase use of traditional health workers

* Integrate physical, behavioral, and oral health
care

Targeted waiver change: health-related
services

Valuable to know CCOs have been investing in healtt
related services to address housing transitionkifgr

need members and looking forward to seeing how

opportunities grow to include food insecurity, datie
violence and other issues.

Advancing health system transformation

There areous opportunities to increase investment
in building capacity to offer supportive housinglan
services, support building or running housing for
homeless or those in transition, linkage to thodgh w
mental health or other needs critical for success.

S

Targeted waiver change: dual eligible pass
enrollment

VEO ensure a smooth transition to CCOs for duaizkg
members through the passive enrollment changall it w
be important to improve Aging and Disabilities ah8lA
staff capabilities to explain Medicare and Medicaid
choices, alignment and benefits of coordinated.care
AAA staff often rush to get new members a Part &npl
without explaining how an aligned MA or special dee

plan can work with the Medicaid plan and make
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navigating health care easier. There should be an
emphasis on member education about the change and
options before the enrollment change starts.

Advancing health system transformation OHA shadd metrics for CCOs to improve health

outcomes for elderly or disabled. Currently, thare no
metrics that focus on things like fall preventiorthe
elderly even though this is a predictor of heatid afe
expectancy for seniors. OHA should have education
focused on fall prevention. Additionally, OHA shdul
have metrics that help measure how CCOs are pliegent
young people with disabilities from developing ahio
conditions as they age.

IV. Progress toward demonstration goals

Improvement strategies

To meet the goals of the three-part aim, Oregoosdinated care model and fee-for-service (FFSyeisi
systems rely on six key levers to generate sa\angsquality improvements and accelerate spreacgsithe
delivery system. These levers drive Oregon’s tiamsétion. Along with the actions that the Oregoralte
Authority will take in the form of the stimuli argipports described below, they comprise a roadwrap f

achieving Oregon’s vision for better health, bettare and lower costs.

July 1 -

Lever 1: Improving care coordination at all poiimtghe system, especially for those with multipte o
complex conditions, with an emphasis on primarg ¢hrough patient- centered primary care homes
(PCPCH).

Lever 2: Implementing value-based payment modelsdos on value and pay for improved outcomes.
Lever 3: Integrating physical, behavioral, and ¢redlth care structurally and in the model of care.

Lever 4: Increased efficiency in providing careotigh administrative simplification and a more
effective model of care that incorporates commuhéged and public health resources.

Lever 5: Implementation of health-related serviaesed at improving care delivery, enrollee health,
and lowering costs.

Lever 6: Testing, accelerating and spreading effectelivery system and payment innovations through
peer-to-peer learning, the spread of best practamesinnovation through the Oregon Health
Authority’s (OHA) Transformation Center
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2012-2017 Demonstration Waiver Evaluation

OHA continued contract activities for the summai@luation with Oregon Health Sciences University’
(OHSU) Center for Health System Effectiveness (CHSBEe summative evaluation analysis plan was
presented in draft form and OHA staff provided festk on the representation of quantitative findimggisual
formats. The summative evaluation is expected fwave on the waiver midpoint evaluation and wilk s
relevant comparison group to study the implemenriagind impacts of Oregon’s Medicaid waiver. It will
include data from several years of the demonstrgtioth allowances for lag associated with somes$ypf
data). In addition, OHA expects the contractor wie Medicaid members from Washington State and
“weighted” Oregon commercial plan members as compargroups, enabling the contractor to rigorously
estimate the effect of the waiver on health caendmg, quality, access and other key outcomes. The
contractor will also synthesize findings from otlegaluations of prior OHA and CCO transformatiotiwdites.
It is expected that the summative evaluation figdiwill provide actionable recommendations for amtviag
Medicaid transformation beyond this waiver peridde contractor will deliver the final report of éimgs to
the Centers for Medicare and Medicaid Services (Catel OHA by the end of 2017. As a result of data
reporting lags and time for analysis, the finalapvill not include all five years of data fromethvaiver under
evaluation.

2017-2022 Demonstration Waiver

OHA responded to CMS comments on the 2017-2022 gv&valuation Design Plan which included further
refinement of measures and specificity in four argfahypothesis testing: behavioral health integratoral
health integration, health related services impackt dual-eligible (members with both Medicare anetidaid)
care delivery efficiencies under CCO enrollment.AOBl working closely to further refine the evaluati
design for the 2017-2022 waiver renewal period.

Lever 1: Improving care coordination at all points in the system, especially for those with
multiple or complex conditions, with an emphasis on primary care through patient- centered
primary care homes (PCPCH)

Patient-Centered Primary Care Homes

The Patient-Centered Primary Care Homes (PCPCHjrano staff conducted 39 site visits to primary care
clinics to provide customized technical assistant®CPCH model implementation. Site visits include
verification that the clinic is meeting PCPCH start$, assistance with identifying barriers to PCRfubdlel
implementation, and support to address identifigdiérs. Program staff provide each clinic a wnitteport
summarizing the site visit.

In September, the program launched a “Transformatid’ractice” webinar series. During the webinars,
program staff provide in-depth technical assistaorcéeatured PCPCH measures. In addition, staffi fao
recognized PCPCH describe how they have implemehgetheasure to transform their practice. Three
webinars are scheduled for the fall, and more lpalbdded in 2018. Planned webinar topics incluld@cal
quality improvement, complex care coordination aack plans and referrals, access and continuity.

The Transformation Center also plans to offer tezdirassistance to help CCOs add PCPCHs to thionke
and provide support to already recognized PCPQtigllplanning work began this quarter and twodsee
assessments calls are scheduled in November.
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At the end of this reporting period, 618 clinicsrereecognized as PCPCHSs. This is approximatelyethre

guarters of all primary care practices in Oregoneiiity-seven PCPCHs have been designated as 5 SRAR,
highest tier in the PCPCH model. These clinicd@eated in both rural and urban areas. Two health c
clinics with unique care delivery models were deatgd as 5 STAR: a behavioral health clinic witiegnated
primary care and a school-based health center.

PCPCH recognition is based on a self-attestatiodeiwith a relatively low administrative burden fdinics.
The fidelity of a self-attestation model reliesastrong verification procedure. The PCPCH proghas
contracted with 11 new clinical transformation adtents (CTCs) to conduct site visits to clinicgl gmovide
peer-to-peer technical assistance to providers.(OHes are primary care providers with extensiveseignce
implementing the PCPCH model. Seventy-six siteavisave been verified in 2017.

PCPCH enrollment is an incentive metric for CCOse Statewide baseline for this measure was 51.8% in
2012. As of December 2016, 88.8% of CCO memberg werolled in a PCPCH. It is notable that CCOs have
sustained this increase despite the significantiron Medicaid enrollment due to the Affordabler€act.

Over 150 PCPCHs are participating in the CentaerdMedicare and Medicaid Innovation Comprehensive
Primary Care Plus payment model. These PCPCHsveeteshnical assistance on providing proactive,
coordinated, population-based care, and have theramity for regional and national learning antwaeking
opportunities.

Certified Community Behavioral Health Clinics

Oregon was selected as a demonstration stateddederal Certified Community Behavioral Healthn@i
(CCBHC) project. Oregon started the two-year dertratisn in April 2017. This demonstration will leal
improved access, increased integration and improuéctbmes. This quarter has focused on compliance
monitoring to assure that clinics continue to adterthe quality standards for CCBHCs. Three oflitkhe
CCBHCs have had onsite reviews for compliance,thagroject director has quarterly phone confergndgéh
each CCBHC to discuss compliance issues.

Data collection is an important aspect of the destration. Although official data reporting is nefquired until
the end of the demonstration, OHA has requireddata submissions from the programs to assessatbiéty
to submit the data. Data submission has improved#A will continue to work with providers to proce
complete data reports. OHA will also provide teclhassistance to improve data reporting and taateto
improve outcomes.

The CCBHCs receive a Prospective Payment Syste®)(Re. This is accomplished by direct paymemsfr
OHA for Medicaid fee-for-service (FFS) individuaad a wrap-around payment reconciliation process fo
individuals enrolled in a CCO. CCBHCs have justtsthsubmitting requests for wrap-around paymegedsly
problems with processing these payments have le®eigmized and solutions have been implemented.

Lever 2: Implementing value-based payment (VBP) models to focus on value and pay for
improved outcomes

Hospital Transformation Performance Program
OHA calculated and shared official year four impgment targets with each hospital involved in thepiial
Transformation Performance Program (HTPP), OHA'spital incentive measure program. OHA completed
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conversations with stakeholders regarding the fpeak of reporting for the HTPP and worked with the

Hospital Performance Metrics Advisory Committee &ta$pital Technical Advisory Workgroup on the
potential for measure recommendation and selethi@inmight be used in the future by CCOs to represe
hospital services in a full continuum of care speutt

Federally Qualified Health Center and Rural HealthCenter Payment Methodology (Advanced Payment
and Care Model)

The Advanced Payment and Care Model (APM) addecdaniditional Federally Qualified Health Centers
(FQHCSs) to the program in July 2017, bringing therall total of participating organizations to 1@HCs and
one Rural Health Center (RHC). Three more FQHCsom®dRHC are currently engaging in onboarding
activities for a potential July 2018 transitiontihe APM.

In July 2017, the Oregon Health Authority (OHA)rfi@pating health centers, and the Oregon PrinGake
Association reached agreement on an updated aawlitytplan establishing that health centers nmepbrt
guarterly on eight Uniform Data Systems (UDS) gyatieasures. The group also agreed that failureaoh
the UDS average on at least four of the measurigrnvithe reporting period will result in the devehoent of a
performance improvement plan. Additionally, healémters report Care STEPSs, which were formerly knas/
Touches (non-billable enabling type services tharess social determinants of health), on a gugtesis.
Part of the new accountability plan establishes d@ktaibuted Oregon Health Plan (OHP) members whamew
not engaged through a billable office visit or C&#EP over the prior 24 months will be dis-enrolfiedn the
health center and no longer generate per-membeanpeth payments for the health center.

Comprehensive Primary Care Plus

Comprehensive Primary Care Plus (CPC+) launchethonary 1, 2017. OHA continued implementing CPC+
and created a CPC+ webpage which includes resofmcpgactices. Of the 154 Oregon CPC+ practicgs, 1
have contracts with OHA for Medicaid fee-for-seevimembers. As of September 20, 2017, 56 practaeés h
received per-member per-month care managementdeasotal of nearly $240,000, year-to-date.

The Oregon CPC+ payers contracted with a facilitetmrganize monthly meetings for the payers scuaks
opportunities to coordinate and align to suppaet@regon CPC+ practices. During this quarter, theg@n
CPC+ payer group has discussed technical assistaagment alignment and data aggregation.

Value-based payment innovations and technical astasice

The Transformation Center has engaged nationaéMadsed payment (VBP) experts at Bailit Healthasailt
with OHA on developing a VBP roadmap, which wileitify VBP targets for CCOs. Once the roadmap is
complete, the Transformation Center will make técdirassistance available to CCOs through BailitlHe
and other consultants.

In addition, OHA is participating in the Centers Medicare and Medicaid Innovation VBP Innovation
Accelerator Program (IAP) which funds the CenterHealth Care Strategies (CHCS) and other technical
assistance organizations to work with OHA to furtii8P activities. As part of the IAP, CHCS is prdiwig
technical support to OHA in the form of an enviramntal scan of other states’ VBP contract languagsed|
as technical support for stakeholder engagemeis.ifitiudes support around how to leverage the
Transformation Center to engage, educate and sug@ids on the new VBP standards.
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Lever 3: Integrating physical, behavioral, and oral health care structurally and in the model of

care

Statewide Performance Improvement Project

The OHA Statewide Performance Improvement Projelf2) on Opioid Safety was adopted in July 2014 for
calendar year performance monitoring for all 16rdowated care organizations (CCOs) to adopt. OVEIR
project management is conducted through OHA'’s EeieQuality Review Organization (EQRO),
Healthinsight Assure, in accordance with the 200M2S@PIP Protocol.

The EQRO met with CCOs during September - Octob&#7 2to discuss the progress of their Statewids PIP
and to provide feedback on report documentatioadutition to a general overview of their projecC@s were
asked to discuss their efforts in meeting the Omnddealth Plan (OHP) January 1, 2018, opioid cowerag
deadline (no chronic opioids for members with back spine pain diagnoses).

Project metric

The project metric is the percentage of OHP eneslkged 12 years and older who filled prescriptions
opioid pain relievers of at least120 mg morphine equivalent dose (MED) on at leastday and the
percentage of enrollees with at lea®80 mg MED on at least one day during the measuregear.

Outcomes

The number of members who received at least or@dprescription during the measurement year (study
denominator) has decreased significantly sincelinags@alendar year 2014) at both the state asagell
individual CCO level.

High Dose, All Age group Comparison
High dose: > 120 MED, all ages. > 12 yearsold

cco Baseline CY 2014 Aug-2016 thru % Change
Jul-2017 Decrease
ALLCARE_HEALTH_PLAN 6.1% 4.9% 1.2%
CASCADE_HEALTH_ALLIANCE 6.9% 3.6% 3.3%
COLUMBIA_PACIFIC 15.0% 11.3% 3.7%
EASTERN_OREGON 14.6% 12.1% 2.4%
FAMILYCARE 7.8% 7.8% 0.0%
HEALTH_SHARE_OF_OREGON 12.0% 10.3% 1.7%
INTERCOMMUNITY_HLTH_NETWK 11.1% 7.6% 3.5%
JACKSON_CARE_CONNECT 16.7% 13.3% 3.4%
PACIFICSOURCE_CENTRAL 7.4% 6.0% 1.4%
PACIFICSOURCE_GORGE 10.0% 7.7% 2.3%
PRIMARYHEALTH_JOSEPHINE 8.4% 6.4% 1.9%
TRILLIUM_COMM_HEALTH_PLAN 12.9% 11.0% 1.9%
UMPQUA_HEALTH_ALLIANCE 5.9% 4.3% 1.6%
WESTERN_OR_ADVANCED_HLTH 6.4% 5.4% 1.0%
WILLAMETTE_VAL_COMM_HLTH 9.5% 6.6% 3.0%
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YAMHILL_COMM_CARE_ORG 9.6% 7.4% 2.2%

FFS 9.8% 7.6% 2.2%

Statewide Average 10.0% 7.9% 2.2%
| nterventions

1. Prior authorization and pharmacy hard/soft stops All CCOs have implemented prior authorization
and pharmacy hard-stop interventions. With the ptxae of the PacificSource Community Solution
CCOs (Columbia Gorge and Central Oregon), whichrapdementing graduated pharmacy hard stops
through May 2018, CCOs have established pharmaeghblds of 90 mg MED.

2. Tapering plans: All CCOs have implemented interventions requiring use of tapering plans for
members on long-term high dosages of opioids.

3. Provision of alternative treatment service optionsMany CCOs had collected data that could
demonstrate increased utilization of alternatieatiment services, especially chiropractic and
acupuncture services.

4. Distribution of high-opioid user lists or dashboards to providers Providers in the community found
patient level reports helpful in identifying patiemwho need alternatives to high-dose opioids. The
greater impact of these reports has been wheniduwudilor clinic training and support is providethrag
with the distribution of the reports.

5. Provider and member education All CCOs co-sponsored or conducted “Pain Suminagjch
included presentations to both providers and conityjamembers and X-waiver training. CCOs
reported that these events were well-attended ecelved positive feedback.

6. Improved medication-assisted treatment (MAT) accesand availability of naloxone All CCOs
have worked to increase the number of X-waiveredigers in their areas. Most CCOs have developed
their own opioid treatment programs, or partnerét existing programs. CCOs have also conducted or
co-sponsored pharmacist training on prescribingxaaie.

7. Collaboration with other CCOs: In 2016, four southern Oregon CCOs (AllCare, 3ackCare
Connect, Primary Health of Josephine County andt®ve®regon Advanced Health) decided that the
opioid problem could be better addressed throudjakmrative regional efforts and began developing
standardized tools and processes. In 2017, twao Q8Os joined the collaborative’s community media
campaign. In Multnomah County, two CCOs (Healthr8leand FamilyCare) are participating in the Tri-
County Opioid Safety Coalition workgroups and imggtions; with significant efforts in developing
close to real time data monitoring of key indicator

Behavioral Health Collaborative Implementation
In the summer of 2016, OHA convened the Behavideadlth Collaborative to develop a set of
recommendations to move the behavioral health sy&tea coordinated care model, fully integrating
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behavioral health with physical and oral health.cMof this work is still in process and OHA is degng

guidance and timelines. The Transformation Centibipvovide technical assistance.

In order to integrate behavioral health with phgband oral health, systems and stakeholders mesahte
together in local communities to have a collectmpact. This will take place through Regional Bebeal
Health Collaboratives (RBHC) for each geographiwise area. RBHCs will build on existing local sttures
and must include CCOs, community mental health g, local public health authorities and the sibeo
truly impact behavioral health at the communityelewther key partners will need to be engagedsé&he
partners may include schools, corrections, hospitahergency departments, first responders, cleltave,
and any other stakeholders that encounter indilsduah behavioral health concerns.

Each region will:

B Convene to review relevant state and local neesissaments, reports, data and other information.

B Select three priority areas to focus on over the tveo years.

B Develop an action plan that describes the spdo#fiavioral health outcome goals, the strategids tha
will be employed to achieve the outcomes, and hawgness will be measured.

Meanwhile, various stakeholder workgroups are mgdb start recommending systemic reforms to the
behavioral health system. They are developing recendations regarding standards of care and compesegn
workforce, peer-delivered services, data, healibrination technology, and parity.

Oral Health Roadmap

OHA continues to work to advance CCO integratioorail health and improve oral health outcomes for
Medicaid members. Key activities during this quamelude OHA's: dental program, Public Health Biain
and Metrics and Scoring Committee.

OHA's dental director and Medicaid fee-for-servatntal program manager are participants in theeZ éot
Health Care Strategies’ 2017 State Oral Health éesdp Institute. The team has selected to woré state-
specific project during the program that addresleedal opioid prescribing in Oregon. The projegisls are
to:

1. Promote responsible, consistent, and compassideatal prescribing guidelines for opioids.

2. Increase registration and usage of the Prescrijptroig Monitoring Program by Oregon dentists.
They created a presentation and educational misténet illuminate the role that dental prescrib@esy in the
opioid problem. These include dental prescribinglglines, available on the Oregon Opioid Prescgbin
Guidelines Task Force website, and presentatiaisve been given to multiple groups, includirgg@COs’
Quality Health Outcomes Committee and other CC@ggo This work will continue beyond 2017.

OHA Public Health’s Oral Health Unit conducted abivear for CCOs on Tuesday, Septembéf fdtused on
the mandatory certification program for local sdhaental sealant programs and the dental sealamicme
Participants learned more about the dental sealatric and how CCOs are involved in the certificati
program. The webinar was recorded and is posteadeoatwww.healthoregon.org/sealantcert

The Metrics and Scoring Committee considered adtiiogadditional oral health measures to the 2018
incentive measure set: preventive service utilirator adults and dental care for adults with diabeAlthough
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neither was ultimately selected for the 2018 measat, both measures are now on the Committeeteok-

list for future measurement years.

Lever 4: Increased efficiency in providing care through administrative simplification and a
more effective model of care that incorporates community-based and public health resources

Sustainable Relationships for Community Health progam

Sustainable Relationships for Community Health (8liR@ams are comprised of coordinated care
organizations (CCOs), local public health authesitand community-based organizations. The goaR&bis
to bring together different organizations and sectathin a community to complete a shared systehasige
project that will be sustained beyond the grantogerdn the process of completing SRCH grants, tehnild
strong relationships, define roles in ongoing penthips and programs, and build capacity for fotindal
skills in systems change, project management, camuations, data analysis and evidence-informedesgjies.

Five Sustainable Relationships for Community He¢fRCH) Program 2016-2017 grantee consortia
completed their year-long projects in June 2017e@&lof the teams and several representatives flo@sGhat
have not yet participated in a SRCH grant convexgadn for a SRCH Institute in late June to furtineir
progress on implementing the Diabetes Preventiog®m (DPP). SRCH is designed to align with OHA’s
agency-wide goals, public health modernization, israh actionable strategy that can be used to thedtiple
aim of health systems transformation. OHA workedstablish goals and work-plans for three CCOs witlo
continue to receive funding for implementing DPRtlgh June 2018 as part of the National Associaifon
Chronic Disease Director®romoting Medicaid Delivery Models for the National Diabetes Prevention
Program through Managed Care Organizations and/or Accountable Care Organizations grant.

OHA staff from the Public Health Division and the&ith Systems Division take part in monthly chatk-i
with the National Association of Chronic Diseasedodtors (NACDD) to provide updates and identifyaaref
technical assistance for SRCH grantees (CCOs, paddic health authorities and DPP provider orgatimns).
SRCH grantees funded to work on the NACDD grantoaiitdling partnerships with seven DPP provider
organizations to contract with and enroll 435 CC@mbers into a DPP. These SRCH grantees implemented
strategies for patient and provider engagemerthimNational Diabetes Prevention Program (NDPPLISR
grantees have met with seven clinic providers idtiMumah, Washington and Clackamas Counties towevie
the NDPP program and promote referrals to the Np@Brams. Outreach materials for NDPP were created
and distributed to patients and providers, inclgddCO member-facing materials translated into other
languages (Spanish, Chinese and Viethamese). Dilnisgeporting period, OHA also received the final
evaluation of the SRCH grantee cohort, and begamnjghg for the next grantee cohort.

The final SRCH grantee cohort evaluation was cotegdlby contractors from Oregon Health and Sciences
University (OHSU) in September 2017. The evaluatindings showed that all grantee teams reported
significant progress on their initiatives througlereasing patient referrals to evidence-basedsaifagement
programs, piloting new intervention strategies,aeleping standardized workflows, implementing clotsab
referrals, developing patient identification andegning criteria, and creating new educational/comications
materials. All teams also significantly increasetti- and intra-team collaboration and built nelatrenships
that will continue beyond the grant period.
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As described above, the SRCH grants were succassheting their aims of implementing closed-loop

referrals, and building sustainable relationshigisveen CCOs, public health agencies and commuartp@rs
in five local communities in Oregon. The third cohaf SRCH grantees is being planned and will comeeean
December 2017.

Innovator Agents

Innovator agents help coordinated care organizat{@COs) and the Oregon Health Authority (OHA) work
together to achieve the goals of health systenstoamation: better care, better health and lowstAgents
serve as a single point-of-contact between CCO<L 4, providing an effective and immediate line of
communication, allowing streamlined reporting aeducing the duplication of requests and information

CCO transformation plans establish the foundatwwrOHA's partnership with CCOs to achieve Oregon's
health system goals. Plans also encourage consrymality improvement, recognizing that transfoiorats a
continuous process and that a CCQO's transformptamwill and should evolve over time. As part loé t
contract process, each CCO was required to dewetgmsformation plan geared specifically to thedseof
the community it serves. Plans demonstrate howtdanization will work to improve health outcomes,
increase member satisfaction and reduce overat.cos

Innovator agents participated in several transfdionglans, community assessment and state health
improvement plan activities, including:

B Discussions, webinars and phone conferences reggittt CCOs’ community health improvement
plans (CHPs), community health assessments (CH#E)ransformation plans. Agents also reviewed
and researched questions related to CHPs and CHAs.

B Oral, behavioral, and physical health collaborat@enmunity and steering committee meetings to
address ongoing successes and challenges relatesl Quality Incentive Metrics, CHAs, CHPs and
transformation plans.

B Early Learning Hulactivities within different communities. Early liséng Hubs are part of the Oregon
Department of Education’s Early Learning Divisi@ixteen regional Early Learning Hubs connect
cross-sector partners to work together to creai@ kystems that are aligned, coordinated and yamil
centered. Their goal is to connect families to veses to receive the support they need to become
healthy, stable and attached, while children rexéne early learning experiences they need toghriv

B Regional Health Equity Coalitionsollaborative, community-driven, cross-sectorugp® organized
regionally to identify policy, system and environmted solutions that increase health equity for
underserved and underrepresented communities erperg health disparities.

B Planning meetings as communities began developigig CHAS.

B Community surveys to develop a complete view ofGleenmunity Health Needs Assessment (CHA)
and tie it to transformation plan activities.

B CCO transformation plan reviews and follow up relyag clarification on reporting requirements.

B Transformation and Quality Stratepglan development at the state level. The Transdtion and
Quality Strategy will replace the CCO TransformatiRlan and Quality Assessment and Performance
Improvement deliverables. This approach provide©€@ith an opportunity to internally coordinate
and align all of their transformation and qualitgnk.

July 1 — September 30, 2017 Page 35



Oregon Health Plan Quarterly Report
Innovator agents continue to participate in ong@otyvities to support transformation, improvemand

quality. The team’s future plans include developiegv Transformation Plan reporting and contractual
requirements, continuing work with CHP activitiapplying CHA outcomes to new and existing initiagy
and continuing work on the Pathways model linkingther examples throughout the state.

Community advisory council activities

Each CCO has at least one community advisory coumare Oregon Health Plan (OHP) members can share
their voice about health within their communiti€€ 0O Community Advisory Council&CACs) give members
the opportunity to talk about their experienceagnessing care to help find solutions to improangess and
make recommendations for how to improve health qasdity and services in their community.

Innovator agents continued to provide support fAC8. As CACs begin the process of developing nevA€H
and CHPs, agents will continue to provide suppod @onnections to technical assistance. This quagents:

B Provided support and consultation in ongoing réorent activities to increase and solidify consumer
and stakeholder voices on the CAC.

Assisted with understanding of timelines for updaad requirements.

Reviewed new CHA activities (development of initras with refined needs assessments).
Reviewed CCO initiatives for inclusion/updates torent CHPs.

Assisted in gathering qualitative data on idendiff@CO initiatives (smoking cessation, diabetes).etc
Participated and provided OHA updates to local CACs

Continued to work with CCOs and their respectiveG3A0 gauge the impact of health system
transformation on community health needs, and elgtiparticipate in the implementation of the CACs.
B Engaged CACs in conversations and webinars retatighrning opportunities.

Communication and information-sharing with CCOs

Innovator agents met with staff from various aree®HA to gather updated information for CCOs. This
included staff from the Health Systems Divisionaklie Analytics, Transformation Center, and the Rubl
Health Division. Agents also:

B Attended the Quality and Health Outcomes Commitesk shared information with CCOs.

B Worked with OHA’s Transformation Center staff ogagement of CCO and community advisory
council (CAC) partners in upcoming webinars andhtecal assistance.

B Provided assistance with community partners and leesrregarding eligibility.

B Engaged in CCO/Transformation Center discussidasaeto Technical Assistance Bank opportunities,
planning and next steps. Thechnical Assistance Barn& a Transformation Center resource that
provides support to CCOs and CACs.

B Supported and collected information for tbarly Learning Hub Legislative Reppicluding early
learning requests for Hub- and CCO-related st@mesefforts for the state-wide report and legistati
requests for additional information from CCOs.

B Provided clarification of the Ombudsman’s role éimel Disability Services Advisory Council as it
relates to non-emergent medical transportationcdiner reports (appeals and grievances).
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The team, in partnership with CCOs, community stakders, the Transformation Center and other OHA
divisions and state agencies, continues to addmesal determinants of health and health disparitieild and
participate in statewide learning and communityadmrations and gather and disseminate coordircatez
model innovations locally, regionally and natiogall

Communication and information-sharing with Oregon dakeholders
Innovator agents participated in the following aitiéés, community work and projects in an effortstoare
information with the public and stakeholders toveanéalth improvement. Innovator agents:

B Worked with stakeholders engaged in health eqsdlypol health and high school graduation focus
areas to improve systems and make connection®fomainity and CCO resources.

B Facilitated steering committees exploring next camity health assessment (CHA) work between
hospital systems, CCOs, federally-qualified heaéthters (FQHCSs), public and mental health and other
agencies interested in guiding the CHA work.

B Participated in community collaboratives where Oplication assisters discussed systems issues and
specific community-related projects.

B Provided Health System Transformation 101 presiemsto community partners.

B Engaged with local FQHCs on how to innovate, howettbgnize innovation and how to create buy-in
to innovative work at clinics.

B Met with Regional Solutionstaff to engage in and understand overlapping \asri relates to
upcoming CHAs. Regional Solutions is the Governagproach to community and economic
development; it recognizes the unique needs of €aegon region and the importance of working
locally to identify priorities, solve problems ags€lize opportunities to get projects done.

B Connected with local stakeholders on assessmemsjrigand equity work.

B Shared the Pathways model and use of the Clinieaé&ch Administration (CLARA) data system in
other regions for potential alignment.

The team anticipates continuing to work with scBaid health equity partners, provide OHA updaties t
CACs and community groups as requested and avajlabtiress enrollment and eligibility questionsesded,
and identify concerns and provide updates withiagdn communities.

Services to coordinated care organizations

Innovator agents provided information and reseatchestions around fee-for-service (FFS) versus CCO
enrollment and application processing. Ongoing goles around FFS and CCO enrollment will requinetfer
communication moving forward. Agents also providegport with the memorandum of understanding and
CCO connections to the Department of Human Sen(iRetS) Aging and People with Disabilities (APD)
office.

The team continues to support OHAleme CCO Enrollmenmitiative and research the potential advantages
to including explanation of benefits for Medicaiggmbers to view on the Web App. Home CCO enrollngent
designed to keep people enrolled in their home @@k they receive temporary behavioral healthttresant

in another area. Agents also continue to work Wi@0s on non-emergent medical transportation tceasm
access and efficient contracting with transportabookerages.

Rapid-cycle stakeholder feedback
Innovator agents worked with local Regional He&tuity Coalitions to assemble data to review, discand
plan for health disparities as related to incentingdrics, worked with OHA'’s assigned CCO account
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representative to resolve concerns shared by Orndgalth Plan (OHP) members and community partneas a

participated in collaborative webinars with OHA&gonal outreach coordinators (ROCs). Agents also
supported CCOs in the various areas of commungjtinancluding kindergarten-readiness, sports gays in
coordination with well-child visits and connectitmthe Department of Education’s Early Learning blub

Agents plan to continue reviewing disparity datga of ongoing discussions in communities andhivit
CCOs and work with CCO account representativeddntify process improvements for CCOs and clarify
policy questions as they arise.

Learning experiences

Innovator agents received training and informatiothe areas of social determinants of health, idpise,
poverty, quality metrics, housing initiatives andgrams, smoking cessation, and behavioral heati#lgiation.
Agents regularly share this information at CCO beairdirector meetings, community advisory cou€iAC)
meetings and regional advisory committees. Agelsts @articipated in a day-long curriculum review of
technical assistance they plan to provide to conesrto update their CHPs and CHAs. Agents gaedifack
on how the technical assistance could best meeatdbds of the CCOs and their communities.

Ongoing and future learning opportunities for Inatwr Agents include:

B Supporting the Transformation Center by providihgpilizing for Action through Planning and
PartnershipgMAPP) development training to CCOs, CACs and camities as they develop their new
CHPs and CHAs.

B Participating in training for the neWwansformation and Quality Stratedgcument.
B Linking work with Project Access Now Pathways mofieldata collection/aggregation.
B Ongoing conference calls and the annual meeting thé American Public Health Association.

Lever 5: Implementation of health-related services aimed at improving care delivery, enrollee
health, and lowering costs

Health-related Services Background

In 2012, under a renewal to its 1115 waiver, Orelgegan the process of transforming its Medicaidvdef
system by establishing coordinated care organizati@COs). CCOs receive an integrated global payfoen
each member, which provides CCOs with the flexipiio offer health-related services to improve liealth of
Oregon’s Medicaid population. Under the 1115 Meidiciemonstration waiver for 2017-2022, OHA has
continued its commitment to promote CCOs’ use @fitherelated services. The 2017-2022 waiver chatiged
definition of health-related services to includexible services and community benefit initiativesl states that
a health-related service must meet the requireniengtivities that improve health care quality,defined in
45 CFR 158.150, or expenditures related to heaftrmation technology and meaningful use requiremen
improve health care quality, as defined in 45 CBR.151.

The Oregon Health Authority (OHA) is currently worg to revise Oregon Administrative Rules, CCO
contracts and financial reporting standards, anelde additional guidance to address the challengédsed
by the 2012 waiver evaluation findings and to 4$380s as they implement the revised definitiohexlth-
related services using the requirements under 4% 138.150 and 45 CFR 158.151. Beginning with thEg820
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CCO contract, CCOs will be required to report ficiahinformation for health-related services using

revised definition.

2012-2017 Waiver Evaluation of Flexible Services

The 2012 waiver required Oregon to evaluate wheflt&Ds’ use of flexible services has deterred higst-c
care. OHA contracted with Oregon Health and Scidéhugersity’s Center for Health System Effectivemes
(CHSE) to conduct the summative evaluation. CHZHBmd to analyze the relationship between CCOs’
spending on flexible services (as reported in CGancial reports to OHA) and changes in specifgasures
of CCOs’ health care spending and quality. To asesusefulness of financial report data for agiajyand to
collect qualitative information about CCOs’ usdlekible services, CHSE carried out interviews wsthaff
identified as key informants by all 16 CCOs.

The 2012-2017 waiver evaluation showed that CCOwgiped a wide variety of flexible services, inclogi
services to individual members, groups of memleerd,services available to members and other peoghe
community. The flexible services offered by indiwvad CCOs reflected their varying vision for flexetdervice
use (e.g., one CCO provided flexible services aiateéducing the use of high-cost health care sesvin the
short term), and in many cases their flexible seryolicies were directed by stakeholder input.elasn their
experiences, most CCOs believed that flexible sep/ivere effective at improving outcomes and redyci
costs.

Challenges Identified in 2012-2017 Waiver Evaluatio

CCOs’ 2014 and 2015 financial reports did not falypture many services that met the definitionexfible
services. As described above, CCOs’ quarterly irmmeports include a subsection that identifi€3G0O’s
spending on flexible services and number of membarsreceived flexible services by category. CC@so
omitted the following services from this sectiortheir 2014 and 2015 reports: community-level seasj care
coordination and disease management; servicesdawwising funding sources outside global budgets; a
services not tied to medical diagnoses or serwgtdsbilling codes.

CCOs are just beginning to provide flexible sersiaes defined in state administrative rules thaevdewveloped
in late 2015. After receiving the new administratiules and guidance, CCOs needed time to deViedmp t
policies, train providers and implement their fldri services programs. As a result, CCOs spertivela little
on individual-level flexible services in 2014 andil®. Most interviewees reported that CCOs increélsaible
services from 2015 to 2016 or planned to increpsading from 2016 to 2017.

CCOs vary widely in their capacity to track andagmn flexible services. Several CCOs lack systéans
tracking and reporting on members’ use of flexg®evices and outcomes associated with flexibleicesyv At
this point, most CCOs say data needed to evalbateffect of flexible services on health care us# spending
are unavailable. Interviewees said more widespusadf flexible services over a longer timeframedsded
to confidently evaluate these effects. In additeewveral interviewees highlighted the challenge of
demonstrating that flexible services cause decsdasgpending or improvements in health outcomespide
some of these challenges, some CCOs have starga@limate flexible services impact on health caending,
outcomes, and patient satisfaction.

Conclusions from CCO Interviews
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CCOs need greater communication and clarity reggrdefinition, reporting and rate-setting. Everea®@HA

provided new administrative rules and guidancelexilile services, confusion about the definitiorflekible
services resulted in inconsistent reporting ofiflexservices spending across CCOs. Examples iaclud
reporting of community-level services, care cooatiion and disease management programs and sewitbes
billing codes. In addition, CCOs indicated confusabout how flexible services fit into the ratetisgf process.
OHA is currently revising state administrative siend developing guidance to assist the CCOs isingv
their policies to align with the updated definitiohhealth-related services included in the 201 Wera

A tension exists between flexibility and achievihg State’s desired outcomes. CCOs described eliffer
“visions” for flexible services, ranging from shderm services to avoid high-cost health care teskbelping
members develop a healthy habit, to community itmaests. Consistent with CCOs’ broad flexibility to
implement reforms, these different visions mayadflCCOs’ responses to the diverse needs of thesmbrars
and communities. OHA may need to provide CCOs widater guidance and clearer expectations if énicks
for CCOs to use flexible services for specific pgps. As mentioned above, OHA is currently revisiage
administrative rules to include specificity abdu triteria that must be met to offer health-relaervices.

A need exists for complete and consistent datatdtexible services, with awareness of the burden¥COs.
Financial reports provide an incomplete picturdefible services, and only a minority of CCOs h&megun to
link data about flexible services and member oute®at an individual level. More complete, consistand
granular data will be needed to gain an accuratei@ of flexible services and begin to evaluatartbffects.
OHA is revising the financial reports to ensuret tiahealth-related services can be captured epdrted.
Moving forward, OHA will provide technical assistanto CCOs as they begin to increase their invassne
health-related services and evaluate the impatt&inspending and population.

Lever 6: Testing, accelerating and spreading effective delivery system and payment
innovations through peer-to-peer learning, the spread of best practices, and innovation
through the Transformation Center

Transformation Center activities

Collaborative Governance and Finance Committee
Transformation Center staff coordinate the Behaliblealth Governance and Finance Committee, which
reports to the Oregon Health Policy Board. The cittemis developing action plans for implementing t
Behavioral Health Collaborative’s recommendatiaorshbiehavioral health governance (regional singlatpmf
shared accountability) and funding and payments Garter’'s activities included the following.

B The committee developed a four-phased process:

1. By June 2018, letters of intent will be submitteohfi geographic regions to convene key system

partners to review needs assessments and selakptarities;
2. By October 2018, community-based priorities willidentified;
3. By mid-2019, an action plan will be complete amdeiine for reporting set, and
4. Also by mid-2019, regular progress reports willsodmitted.
B The committee established a subgroup on risk shavith the Oregon State Hospital.

B A consultant recorded webinars on organizational@for single points of shared accountability and

behavioral health funding and payment.
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Applied behavior analysis learning collaborative

The Transformation Center hosted a webinar to dhice CCOs, educators, Department of Human Services’
staff and stakeholders to the theory and practiegplied behavior analysis, a therapy for childngtih autism.
Nearly 50 people attended.

Project ECHO

The Oregon Rural Practice-based Research Netwaonlamaging the Oregon ECHO Network, a hub to offer
tele-mentoring clinics for primary care providersavariety of clinical and quality topics. ECHQitteched its
first medication-assisted treatment during thisrtgra

CCO incentive metrics technical assistance

Adolescent well-care visits

Initiated by a CCO request, the Transformation €eoabordinated a partnership among OHA, CCOs amd th
Oregon School Activities Association to create mparison of the adolescent well-care visit and pre-
participation physical evaluation. The TransformatCenter also started exploring ways to providarneal
assistance to increase adolescent well-care fsitgung adults 18-21 years old; this group haddlwest use
of these key preventive health visits.

Effective contraceptive use

The Transformation Center completed a 10-part walseries for CCOs and clinics working to increase
effective contraceptive use (ECU). Every CCO reg@articipated in at least one webinar (averagexof s
webinars per CCO region), and 133 people attentlisdst one webinar or watched a recording. Adaéity,
the Center began planning more in-depth techngsittance around this metric for the state’s CCOs.

The Center also surveyed CCOs to identify whicletedaic health records lack sufficient builds anaorkflows
for capturing and reporting ECU data. Twelve CC&yponded. Many different EHRs are being used athess
state with varying capacity within clinics to credhe custom builds needed.

Emergency department use among members with mental illness

The Transformation Center began its work to supapaorew CCO incentive metric focused on emergency
department use among members with mental ilindss.Center held two needs assessment calls andantesl s
planning technical assistance. Currently webineeplanned for addressing metric specificationsniiying
primary drivers of emergency department utilizatiexamples of multi-system care coordination, and
innovations for managing patient pain.

Tobacco cessation

The Transformation Center partnered with Multnor@alunty Health Department to deliver a webinar fecus
on smoking cessation treatment for pregnant wormeenty-five people attended, and 100% of evaluation
respondents rated the webinar as valuable.

Childhood immunizations
In September, this technical assistance opportuvay opened up to the CCOs who didn’t participatine last
fiscal year. Six CCOs requested the assistanasgibg the total participants to 12 of the stat8CICOs.
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The Transformation Center also published a stoopabne CCO'’s success in improving childhood

immunization rates by 14 percentage points thraugbot-cause analysis technical assistance proghoered
in 2016.

Cross-cutting supports

Good Ideas Bank

The Transformation Center created the Good Ideak:Badatabase, data-entry process and reporting
mechanisms to capture and share data about emengihigsted CCO, system, clinical and other heaith
health care innovations.

Transformation Plan analysis

CCOs submitted their most recent Transformatiom Btagress reports, which described progress toward
meeting benchmarks (to be achieved by Decembe2@T/) in eight focus areas. Projects and benchmarks
were designed by each CCO to further their transébion work.

The largest number of CCOs (11 of 16) had met #mebmarks they set in alternative payment metheokge
integration of care was the area still in progt®sshe most CCOs (14 of 16). Reported integratiwailenges
included recruiting behaviorists, coordination be¢w behavioral health and primary care providerd, a
coordination between primary care providers andislsn

Community Advisory Council activities

The Transformation Center continues to convene canitpnadvisory council (CAC) leaders for monthlyllsa
focused on member recruitment and engagement.qliaider member recruitment materials (printed gards
posters and a web page) were finalized for asgigi@mtners recruit Oregon Health Plan members t€€Ahe
Transformation Center partnered with the state Wgrivdants and Children (WIC) program to distribiliers
to all WIC coordinators to post in their lobbie€€FCH program site visitors are also distributingrfl to
clinics.

Community health assessments and community health improvement plans

Consultants developed a curriculum for a one-daroanity health assessment/community health
improvement plan (CHA/CHP) development trainingeThaining is intended for CCOs, local public hiealt
authorities (LPHAs) and hospitals, with potent@htso include local mental health authorities. Thgiculum

is grounded in the Mobilizing for Action throughr&eership and Planning (MAPP) framework, with tbeus

on collaboration among CCOs, LPHAs and hospital@fcombined CHA to meet the CHA/CHP requirements
of all three organizations. The training is nowikalde for CCOs upon request.

Annual CHP progress reports from CCOs includeddhewing themes:
B Improved coordination with early learning partnansl a focus on children and youth health
Behavioral health focused initiatives that emphagzprovements in integration
Mental health first-aid training (for youth and #syand initiatives to reduce suicides
Training for adverse childhood experiences andhiainformed care across sectors
Emphasis on making connections to address thel steterminants of health through community
initiatives and training
B Access to food and physical activity among childaed adults to curb the rise of obesity
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B Motivational interviewing training

B Training and employing community health workersamious healthcare settings

B Telemedicine pilots, including behavioral and dredlth initiatives
Many CCOs noted challenges with accessing dat@etatify health disparities. OHA’s Public Health &Zivon
and Transformation Center have created a list td@l data sets for community health indicators.

V. Appendices
A. Enrollment reports

1. SEDS reports

Reports are attached separately as Appendix A ellerent Reports DY16 Q1 (July-Sept 2017, as poated

this link, is a preliminary report.)

2. State reported enrollment tables

Enrollment July 2017 August 2017 September 2017
Title XIX funded State Plan
Populations 1, 3,4, 5,6,7, 8,12, 14 975,616 957,059 949,992
Title XXI funded State Plan 75,321 76,595 77,835
Title XIX funded expansion
Populations 9, 10, fl, 17, 18 N/A N/A N/A
Title XXI funded Expansion
Populations 16, 20 N/A N/A N/A
DSH funded Expansion N/A N/A N/A
Other Expansion N/A N/A N/A
Pharmacy Only N/A N/A N/A
Family Planning Only N/A N/A N/A
Enroliment current as of July 31, 2017 August 31, 2017 Septe;rg%er 30,
3. Actual and unduplicated enroliment
Ever-enrolled report
Percent Percent
change change
from from
previous same
Total quarter | quarter of
Number of Member previous
POPULATION Clients Months year
Title 19 PLM Children FPL > 170% 10 16 -60.00% | -480.00%
Expansion Pregnant Women FPL > 170% 2 2| -350.00% | -850.00%
Title 21 SCHIP FPL > 170 86,604 228,105 10.13% 40.27%
Optional Title 19 PLM Women FPL 133-170% 51 63 | -349.02% | -696.08%
Title 21 SCHIP FPL < 170% 53,355 130,984 -2.44% -23.73%
Mandatory |Title 19 Other OHP PIUS_ 157,750 447,057 -2.12% -4.19%
MAGI Adults/Children 765,346 | 2,082,070 -2.09% -8.51%
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Percent Percent
change change
from from
previous same
Total quarter | quarter of
Number of Member previous
POPULATION Clients Months year
‘ MAGI Pregnant Women 15,083 34,044 -7.40% | -28.47%
QUARTER TOTALS 1,078,201
OHP eligible and managed care enrollment
- Dental Mental
OHP Eligibles* CEEmERT CHE Care Health
CCOA** CCOB** CCOE** CCOG** DCO MHO
July 979,611 836,832 714 45,484 3,738 647 33,173
August 964,104 834,916 786 44,104 3,757 655 33,576
September 959,284 826,847 815 43,579 3,760 683 33,384
Average 967,666 832,865 772 44,389 3,752 662 33,378
86.07% 0.08% 4.59% 0.39% 0.07% 3.45%

*Total OHP Eligibles include TANF, GA, PLM-Adults, PLM-Children, MAGI Adults/ Children, MAGI Pregnant
Women, OAA, ABAD, CHIP, FC and SAC. Due to retroactive eligibility changes, the numbers should be considered
preliminary.

*CCOA: Physical, Dental and Mental Health; CCOB: Physical and Mental Health; CCOE: Mental Health only;
CCOG: Mental and Dental

B. Complaints and grievances

Reports are attached separately as Appendix B -paams and Grievances DY16 Q1

C. CCO appeals and hearings
Reports are attached separately as Appendix C — Aipeals and Hearings DY16 Q1.

D. Neutrality reports

OHA provides two budget-neutrality reports: OHPtiec1115 Demonstration (Expenditures) and OHReTitl
XXI Allotment. Reports are attached separately ppekdix D — Neutrality Reports DY16 Q1.
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